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5english abstract 
MoMents of resonance in Musical iMprovisation 
with persons with severe deMentia:
an interpretative phenoMenological study
Persons with severe dementia often show difficulties to express their emotions and 
needs in a way that is understandable for their family and/or caregivers. A person-cen-
tred approach towards persons with dementia, based on the theory of Tom Kitwood, 
emphasizes the importance of genuine meetings between persons with dementia and 
other persons to meet their psychosocial needs and preserve their identities. Research 
have shown how music therapy can increase social interactions with persons with de-
mentia. However, there is a demand to articulate what actually happens in music the-
rapy with persons with dementia. This study aims to explore how musical improvisa-
tion in music therapy with persons with severe dementia can lead to the occurrence of 
essential moments of meeting on a non-verbal, musical level.
In a multiple case study (n=4), data consisted of clinical notes of the music therapist 
and video-recordings of individual music therapy sessions. An in-depth analysis of 
these data led to a selection of essential moments of meeting between a person with 
dementia and the music therapist. This analysis was based on an interpretative pheno-
menological approach and involved a Clinical Research Intervision Group (CRIG). 
The essential moments of meeting were described by means of categories and implied 
musical, relational, and physical characteristics. 
Findings of the study show how essential moments of meeting can be considered as 
Moments Of Resonance (MOR). MOR are defined as moments during which the the-
rapist musically resonates with the person with dementia’s affective inner state. The 
musical affective level on which MOR occur, transcends the cognitive and functional 
deterioration that affects the person with dementia in most other situations. 
The occurrence of MOR is situated within a broad context of musical improvisation. 
This study demonstrates an understanding of musical improvisation implying musical 
play, movements, gestures, body posture and prosody.
This study also explored specific music therapeutic interventions and attitudes. A spe-
cific therapeutic listening attitude, that was indicated as listening playing, was found 
to be preconditional for MOR to occur. It was inextricably linked to the use of musi-
cal improvisation with a crucial role for certain musical parameters, such as timbre, 
tempo, silence, and phrasing. Musical improvisation is considered as having a doub-
le role in the occurrence of MOR. First, musical improvisation allows the therapist 
to come into resonance with him- or herself. This has to be considered as crucial for 
the listening playing. Secondly, musical improvisation plays an important role in the 
6listening playing itself. Listening playing implies that the therapist allows him- or her-
self to be guided by the music and to resonate affectively with the music of the person 
with dementia.
The findings of this study emphasize the importance of musical improvisation for the 
occurrence of essential moments of meeting with persons with severe dementia. A 
conceptualization of MOR, specific therapeutic listening attitudes, and musical im-
provisation, contribute to the clinical and theoretical framework of music therapy with 
people with severe dementia. 
 
7dansk abstrakt
resonansøjeblikke i Musikalsk iMprovisation hos 
personer Med svær deMens:
en fortolkende fænoMenologisk undersøgelse
For personer med svær demens kan det være vanskeligt at udtrykke følelser og behov 
på en måde som er forståelig for deres familie og/eller omsorgspersoner. I den person-
orienterede omsorgsteori, som den er defineret af Tom Kitwood, understreges vigtighe-
den af unikke møder mellem personen med demens og andre personer med henblik på 
at dække deres psykosociale behov og bevare deres identitet. Forskning viser hvordan 
musikterapi kan øge social interaktion hos mennesker med demens. Der er imidlertid 
behov for at belyse hvad der faktisk sker i musikterapi med personer med svær demens. 
Formålet med denne undersøgelse er at udforske hvordan musikalsk improvisation i 
musikterapi med personer med svær demens kan føre til essentielle mødeøjeblikke på 
et nonverbalt, musikalt niveau.
I et multi-case studie (n=4) bestod data af kliniske noter fra musikterapeuten og video-
optagelser fra individuelle musikterapisessioner. En dybdegående analyse af disse data 
førte til en udvælgelse af essentielle mødeøjeblikke mellem personen med demens og 
musikterapeuten. Denne analyse var baseret på en fortolkende fænomenologisk frem-
gangsmåde og var baseret på inddragelse af en klinisk forsknings intervisions gruppe. 
Ved hjælp af kategorier samt de anvendte musikalske, relationelle og fysiske karakte-
ristika blev essentielle mødeøjeblikke beskrevet.
Analysen viste at essentielle mødeøjeblikke kan betragtes som resonansøjeblikke (mo-
ments of resonance). Resonansøjeblikke blev defineret som øjeblikke hvor terapeuten 
musikalsk skaber resonans med personens indre affektive tilstand. Det musikalsk affek-
tive niveau, hvor resonansøjeblikke opstår, transcenderer det kognitive og funktionelle 
funktionstab som er gældende for personer med demens i de fleste andre situationer. 
Resonansøjeblikke forekommer i en bred kontekst af musikalsk improvisation. Denne 
undersøgelse leder til en forståelse af at musikalsk improvisation indebærer musikalsk 
samspil, bevægelse, gestik, kropsholdning og prosodi.
I forskningen blev specifikke musikterapeutiske interventioner og attituder ligeledes 
undersøgt. En særlig terapeutisk lytteattitude, som blev betegnet som listening playing, 
viste sig at være en forudsætning for at resonansøjeblikke opstod. Dette var uløseligt 
forbundet med brugen af musikalsk improvisation med en afgørende rolle for særlige 
musikalske elementer så som klangfarve, tempo, stilhed og frasering. Musikalsk im-
provisation ses som havende en dobbelt rolle for forekomsten af resonansøjeblikke. 
For det første tillader den musikalske improvisation musikterapeuten at opnå en indre 
tilstand af resonans. Dette må ses som afgørende for listening playing. For det andet 
spiller musikalsk improvisation en vigtig rolle for listening playing i sig selv. Listening 
MoMents of resonance in Musical iMprovisation with persons with severe deMentia
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playing indebærer at terapeuten tillader sig selv at lade sig føre af musikken og til at 
resonere affektivt med den demensramtes musik. Denne forskningsundersøgelse un-
derstreger betydningen af musikalsk improvisation for at fremme essentielle møde-
øjeblikke hos personer med svær demens. Begrebsliggørelsen af resonansøjeblikke, 
særlige terapeutiske lytteattituder og musikalsk improvisation bidrager til en klinisk og 
teoretisk referenceramme for musikterapi med personer med svær demens.
CHAPTER 1. INTRODUCTION
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chapter 1: introduction
1.1 situating the inquiry: epoché 
My first experiences as a musician
Music has always been very present in my family. Both of my parents played the piano, 
sung in a choir and my father also joined the local wind orchestra with his saxophone. 
When I was eight years old, my parents expected me to learn to play the piano. I was 
reluctant since I wanted to play the accordion. But it was my parents’ belief that the 
piano would offer me the best foundation to become a good musician. I consented and 
soon I enjoyed playing the piano. Some years later I also started to play the clarinet. 
The idea that I could join the local wind orchestra with this instrument really delighted 
me. At eleven years of age, I joined my dad at my first rehearsal of an orchestra that I 
am still playing in today. Increasingly this hobby became an important part of my life. 
In the following years, I started playing in several wind orchestras and even began as a 
conductor of two youth bands. At a certain point, I attended more than five rehearsals a 
week, played or conducted weekly concerts and made concert-trips all over Europe and 
even South-Africa to participate in all types of music competitions. It was a challenge 
to combine my musical activities with the regular schoolwork. But I succeeded, and at 
the age of seventeen, I graduated from high school. It was clear for me at that point that 
I wanted to become a professional musician. Though, it was the profession of music 
therapist that also saturated my interest in psychology and in the relational dynamics 
between my fellow human beings and myself. In 1997, I started the Bachelor-Master 
training course for music therapy at Luca, School of Arts, at the Lemmens campus.
My personal experience with dementia
It was during this period that I was confronted with the illness of my grandmother. 
The eight years that followed her first admission to the hospital after a stroke, were 
very illustrative for a progressive vascular dementia process. Most striking for me as 
an adolescent and later as a young adult was the alienation from my grandmother. She 
did not recognize me as her granddaughter, and at the same time I also distanced myself 
from her. In the last three years of her illness, I did not even visit her anymore and as 
a music therapy student I was convinced of the fact that I would never be able to work 
with persons with dementia. It was in the last months of her life that I went back to her 
and even accompanied her, together with my mother, in her last hours. Probably it was 
these special last moments that changed my view towards dementia and the process 
of dying. I felt privileged that I could be with her on that moment. It was a moment in 
time where every cognitive construction disappeared under the pureness of the event 
and where all differences between the three subjects in the room seemed to be annul-
led. Although this moment implied a huge loss, I experienced it as very beautiful and 
peaceful. I am sure that my professional decisions a few years later, as a music thera-
pist as well as a researcher, were unconsciously guided by this personal experience.
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From a musician towards a music therapist
The biggest challenge I faced when I started the music therapy training course, was 
the introduction of musical improvisation. As a conductor or playing member of seve-
ral bands and orchestras, I taught and was taught to play exactly what was written on 
the score. Performances were judged by a critical audience or by the juries of several 
music competitions. Consequently it was not that easy to let go of the scores and just 
play music. Improvising freely became an interesting challenge and my first improvi-
sations sounded very artificial. At the same time I discovered a completely new area 
of making music and I really enjoyed it. It was mostly in the first clinical experiences 
during the training course that I realised how important the piano would become for 
me as a music therapist. 
The music therapy training course also acquainted me with the psychodynamic 
orientation in which it was embedded. This approach formed the conceptual framework 
of the music therapy training program and guided my way of thinking about therapy, 
music, relationships and even about research. It guided me during the training cour-
se but also after I graduated. Following a psychodynamic psychotherapy myself and 
having supervisions with a psychodynamically informed supervisor are also important 
factors that should be mentioned in this context.
After I graduated as a music therapist with a Master’s, I started working at a psychi-
atric hospital. The patients that I was working with were mainly adolescents and adults 
with addictive disorders. It was quite a challenging task to offer music therapy to this 
population, mostly because of the extreme resistance against each form of creativity 
that was not linked to drug- or alcohol-abuse (Coomans & Schotsmans, 20071). This 
resistance seemed to prevent the patient from engaging in musical improvisation. In 
addition, the setting that I worked in provided a treatment period of six to eight weeks, 
and very often I had to conclude that persons with this pathology left the hospital at 
the moment that the music therapeutic work could only start to begin. 
In that period, I had the feeling that I lost contact with the music (in the sense of 
clinical improvisation). When I had the opportunity to start working in another hospital 
with some different patient-populations. I thought that this was the right thing to do in 
my development as a clinical music therapist. 
Music therapy in dementia care
My new working place became the psycho-geriatric department of a psychiatric cen-
tre. This department included four different units for elderly adults with psychiatric 
disorders. One unit is specialized in the treatment of persons with dementia in combi-
nation with behavioural and psychiatric symptoms. From the beginning that I started 
working there, this unit especially caught my attention for two main reasons. First 
of all I had the feeling that I got back into connection with the active music making 
part of music therapy. The fact that most of the patients that I worked with at this unit 
1   Coomans and Schotsmans (2007) refer to psychoanalytica Ginestet-Delbreil (1997) who sta-
tes that people with addictive behaviours lack the normal desire that is necessary to engage 
in improvisation. For them, every need has to be fulfilled immediately and representation, 
imagination and symbolization is not possible.
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were in an advanced stage of dementia and thus no longer able to use verbal langu-
age, gave much more space to the music and its non-verbal properties. Secondly, my 
clinical experience as a music therapist at this unit, acquainted me the resources of a 
person with dementia, instead of the symptoms and deficits. I illustrate this by means 
of a particular experience that occurred during a music therapy session with Martha, a 
woman with severe dementia. When I first met Martha, it was mostly the impairments 
that caught my attention. Martha was not able to speak anymore, and lost sense of 
time, place and person. She was physically very dependent on the nurses. Intuitively, 
I started to improvise for her on the piano in the music therapy session. From the mo-
ment the music sounded, I witnessed her being touched by the music and reacting with 
strong emotions. Striking was the fact that the emotions by which she appeared to be 
overwhelmed, seemed not to be affected by her illness. The emotions that were invol-
ved seemed to be completely intact. The way Martha experienced these feelings, did 
not seem to differ from the way a person without dementia would experience them. In 
addition it was not only Martha that appeared to be affected by these emotions. I also 
could experience the pureness and the authenticity of what was being felt. It seemed 
as if I was allowed to feel that which Martha felt and to resonate with her emotions. 
This hugely contrasted with the fact that I was not able to relate and communicate with 
Martha on a concrete, cognitive level.
 
Essential moments of meeting in clinical practice
I was moved by this intense clinical experience and realized that something special 
occurred between Martha and I. Inspired by Kitwood’s (1997a, 1997b) person-centred 
approach towards persons with dementia, it felt as an essential part of my work as a 
music therapist to search for such genuine meetings with persons with severe demen-
tia. The experience with Martha and a range of other similar experiences in my clini-
cal work made me consider these specific occurrences in music therapy as essential 
moments of meeting. It was clear to me that the music played an important role in the 
occurrence of these moments. The music seemed to act as a doorway to an apparently 
intact part of the person with dementia’s internal being. The music allowed me to meet 
the person behind his/her diagnosis of dementia. As a music therapist I felt privileged 
that I could use musical improvisation to enable these meetings to occur. 
I was fascinated by the strongness and intensity of what I intuitively called essential 
moments of meeting. Even long after the sessions were finished, these moments held 
my attention. At the same time, I was confronted with the difficulty of describing these 
specific experiences in words after the sessions and of getting a grasp of their meaning. 
This turned into an urging curiosity about what actually happened in music therapy 
with persons with severe dementia, about what made me consider these moments as 
being essential, and about the music’s role within these occurrences. I experienced the 
need for in-depth discussions with peers about these clinical phenomena and was won-
dering what was written in (research) literature about similar topics. I also realized that 
an exploration and conceptualization of these clinical experiences might give persons 
with severe dementia a voice about how they experienced these particular moments in 
music therapy. This resonated with my person-centred approach that I tried to maintain 
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as a clinician. Additionally, studying these experiences would not only give persons 
with dementia a voice, or help me as a clinician to understand better what happened 
in music therapy. It would also provide me concepts for sharing my experiences with 
colleagues from other disciplines, students or other music therapists.
Into research…
Soon, my wish for doing research on this topic found response in my professional en-
vironment. The new job opportunity at the university clinic provided opportunities for 
me to consider undertaking research work. 
For several years I combined my clinical work with a position as assistant at the 
Bachelor and Master training course for music therapy at Luca, School of Arts, at the 
Lemmens campus. Within the academic culture of the training course, my intentions 
for starting a research project were also welcomed and supported. Prof. Dr. De Backer, 
coordinator of the Master training course for music therapy and Prof. Dr. Wigram, head 
of the doctoral programme in music therapy at Aalborg University, endorsed my wish 
for doing research on this specific topic and encouraged me to do doctoral stu-dies. 
Although my clinical experiences were the main motiviation, there was also the fact 
that music therapy with persons with dementia was not specifically elaborated within 
the context that I worked2. All this resulted in my application at Aalborg University in 
November 2008. Focus of my study at that point: music therapy and dementia, with 
emphasis on musical improvisation and the therapeutic relationship with persons with 
severe dementia.
1.2 overview of the chapters of the dissertation
The overall structure of the dissertation is shown in Figure 1.1.
After this introduction-chapter, I provide a clear outline of my clinical and theoretical 
assumptions and preconceptions in chapter 2. This occurs by means of a presentation 
of the theoretical framework for three main themes of this study: dementia, musical 
improvisation in music therapy and essential moments of meeting. 
In chapter 3 I present a systematic literature review on music therapy and dementia. 
Findings are presented with regard to four different domains of research on music the-
rapy and dementia: behavioural and psychological symptoms of dementia, physiolo-
gical factors, cognitive impairment and social interaction. All four domains are being 
discussed as well as findings of the review concerning different therapeutic interven-
tions and the chosen research methodologies and methods. At the end of this chapter 
I formulate the rationale for the study. 
Chapter 4 is the methodology-chapter. I explain the underlying epistemology for 
the study and present the principles that guide the research method. I also give an in-
troduction to the chosen research type and study design by means of general information 
2  Music therapy at the Bachelor and Master training course for music therapy at Luca, School 
 of Arts, campus Lemmens and within the clinical context of the University Clinic (UPC 
 KULeuven) is called the Leuven School. See 2.2.3 for a comprehensive description of its 
 approach.
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on data collection, sampling and data analysis. Particularly important ethical aspects 
and trustworthiness in relation to the study are also described in this chapter. 
In chapter 5 I present the ten steps of the research method. These give an overview of 
the study process from collecting data to drawing conclusions.
Chapter 6 contains the largest body of text. Here I present all four case studies that 
I conducted for this study in a narrative form. I present them all separately, though in 
a similar and systematic way. At the end of this chapter, I also compare the findings 
from the four case studies as a kind of introduction to chapter 7.
In the discussion in chapter 7 I gather all findings and present them comprehensive-
ly. I formulate answers for the research questions and discuss the findings in relation 
to the already existing literature. I present the limitations of the study and a general 
conclusion and discuss its implications for clinical practice, for me as researcher and 
clinician and for future research.
In the final section of this dissertation I show the reference-list and the appendices. 
Material that was not integrated in the main body of text, though referred to, is presen-
ted here. 
 
Figure 1.1: Structure of the dissertation
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chapter 2: orienting 
fraMework
In this chapter, the orienting framework for this study is presented. It provides the 
reader a clear overview of the researcher’s frame of reference and study assumptions. 
The chapter contains the theoretical orientation and the conceptual framework in which 
this study is situated. It is presented in three parts. Each part discusses one of the main 
themes that form the focus of this study: dementia, musical improvisation in music 
therapy and essential moments of meeting. Although these three themes are described 
separately, the aim is to maintain a connection between them in order to stay close to 
the scope of the study. The function of the orienting framework as an important com-
ponent of the inquiry will be discussed later, in chapter 4.
2.1 deMentia
2.1.1 Dementia: Demography, etiology anD Diagnosis
Due to population aging, dementia is something that increasingly affects our thinking 
about getting older. Worldwide, 47,5 million persons are having dementia (World 
Health Organization, 2015) and this number increases rapidly, with 7,7 million new 
cases every year. Alzheimer Europe (2015) suggests some important risk factors for 
dementia of the Alzheimer type: age, sex, heredity, head injuries, and level of educa-
tion. The organization states that it is a combination of risk factors, instead of one single 
factor that can lead to the development of dementia of the Alzheimer type (Alzheimer 
Europe, 2015). The increasing incidence of dementia has some effects on society. 
A first one relates to the image of older adults. Years ago, elderly persons were re-
garded as persons who deserved respect and who retained a certain degree of authority. 
Younger people attributed wisdom to older adults because of their life-experience and 
counted on their advice. Today however, this image has changed. A literature review 
of Lyons (2009) on the public perceptions of ageing, revealed some level of negative 
attitudes towards ageing and older people. Bavidge (2006) defends the idea that old 
age itself should not be considered as a pathological condition.
A second effect of the increasing number of persons with dementia, is the know-
ledge that despite certain risk factors, dementia is a disorder that may affect anyone 
(Alzheimer Europe, 2015). There is no particular moment in life, from which one 
can conclude: “I escaped from dementia, it will not get me." And even when demen-
tia is already diagnosed, one is not able to predict the speed of decline or its severity 
(Alzheimer’s Association, 2015). Within this context it is important not to underesti-
mate the anxiety of persons with dementia for what is happening and what will hap-
pen in the near future (Bender & Cheston, 1997). In health care, questions are raised 
as to how the society can meet the needs of persons with dementia as humanistic as 
possible (Prorok, Horgan & Seitz, 2013). According to Prorok et al. (2013), persons 
MoMents of resonance in Musical iMprovisation with persons with severe deMentia
26
with dementia and their caregivers are confronted with a range of different problems 
related to dementia, and seek more information to get a grasp on everything that could 
diminish the impact that the disorder has on people’s lives. 
With regard to the diagnosis of dementia, the Diagnostic and Statistical Manual of 
Mental Disorders (DSM), which is recommended by the section of old age psychiatry 
as classification system (Flemish Psychiatric Association, 2015), lists following crite-
ria for the diagnosis of all different types of dementia:
A.  The development of multiple cognitive deficits manifested by both:
  1. Memory impairment (impaired ability to learn new information or to recall 
   previously learned information)
  2. One or more of the following cognitive disturbances:
  (a) aphasia (language disturbance)
  (b) apraxia (impaired ability to carry out motor activities despite intact motor 
    function)
  (c) agnosia (failure to recognize or identify objects despite intact sensory 
    function)
  (d) disturbance in executive functioning (planning, organizing, sequencing, 
    abstracting)
B.  The cognitive deficits in criteria A1 and A2 each cause significant impairment  
  in  social or occupational functioning and represent a significant decline from 
  a previous level of functioning.
C.  The deficits do not ocurr exclusively during the course of a delirium.
  (American Psychiatric Association, 2000)3
The DSM-IV-TR differentiates between more than 12 subtypes of dementia, depen-
ding on different etiological diseases. Dementia of the Alzheimer Type (DAT) and 
Vascular dementia (VaD) are the most common.  Diagnosis of dementia is further 
specified by the age of onset: early onset (at age 65 or below) or late onset (after age 
65) and by the presence or absence of clinically significant behavioural disturbances. 
In 1996 the International Psychogeriatric Association (IPA) organised a Consensus 
Conference on what was until then defined as behavioural disturbances of dementia. 
An update of this Consensus Conference in 1999, resulted in a replacement of the term 
behavioural disturbances by the term behavioural and psychological symptoms of de-
mentia (BPSD). The sixty experts who worked on this definition, made the choice to 
group BPSD in two categories: the behavioural symptoms and the psychological symp-
toms. The IPA (2002a) lists a number of symptoms as BPSD. Behavioural symptoms 
3 These criteria come from the revised fourth edition of the DSM (DSM-IV-TR, American Psy-
chiatric Association, 2000). In 2013 a fifth edition of the DSM was published (5th ed.; DSM-
5; American Psychiatric Association, 2013). In this newer version, the term dementia was 
replaced by the term neurocognitive disorders (NCD). A differentiation was made between 
mild and major NCD and between the different etiological subtypes. In this dissertation, the 
terminology following DSM-IV-TR is still used.
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include “physical aggression, screaming, restlessness, agitation, wandering, culturally 
inappropriate behaviours, sexual disinhibitation, hoarding, cursing and shadowing” (p. 
5). Psychological symptoms contain “anxiety, depressive mood, hallucinations and de-
lusions” (p. 5). Each of these symptoms classified as a BPSD can occur in every type 
of dementia, and during different phases of the illness (IPA, 2002a, 2002b). The asso-
ciation produced the Behavioural and Psychological Symptoms of Dementia (BPSD); 
Educational Pack to illustrate the key features of BPSD. Some of these key features of 
BPSD are: they are common and are significant symptoms of the illness of dementia; 
they can have a huge impact on patients, their family and caregivers and society at lar-
ge; they are more treatable than other symptoms or syndromes of dementia. According 
to the Alzheimer's Society (2015a), around 90% of the persons with dementia show 
behavioural and psychological symptoms. 
Another specification in the diagnosis of dementia that is often used within a clini-
cal context, implies a differentiation between three degrees of current severity: mild 
(difficulties with instrumental activities of daily living), moderate (difficulties with 
basic activities of daily living) and severe (fully dependent) (American Psychiatric 
Association, 2013). The Mini-Mental-State Examination (MMSE) from Folstein, 
Folstein, and McHugh. (1975) is a well-established measurement that examines the 
cognitive functioning of a person on the basis of thirty simple questions and tasks. 
It is used to screen cognitive functioning and to indicate if further assessment and 
screening is necessary with regard to a possible diagnosis of dementia. Perneczky et al. 
(2006) also use it to situate persons with dementia on a scale that gives an idea about the 
gravity of their condition. According to Perneczky et al. (2006) a score of 21-25/30 is 
considered mild dementia, 11-20/30 moderate dementia, and <11/30 severe dementia. 
2.1.2 unDerstanDing Dementia: a person-centreD frame 
of thought 
Tom Kitwood can be considered as a pioneer in the field of dementia care (Brooker, 
2007). Based on Rogerian psychotherapy, Kitwood used the term person-centred care 
to emphasize the importance of authentic contact and communication with persons with 
dementia. His approach formed the basis for important developments in health care for 
persons with dementia since the 1990’s. The Dementia Bradford Group (University 
of Bradford, 2015), that was founded by Kitwood himself,  is an example of how it 
influenced not only healthcare’s practice, but also research and education. In his book 
Dementia Reconsidered; the Person Comes First (1997a), Kitwood bundles his ideas 
and concepts towards a person-centred approach in dementia. He discusses dementia 
care from the position of the person with dementia himself and defends the idea that 
persons with dementia, even in a severe stage of the process, can live in a relative sta-
te of well-being. Kitwood encourages the understanding of dementia as a dialectical 
interplay between neurological impairment and psychosocial factors, being physical 
health, individual psychology and social environment. In the following sections, some 
of Kitwood’s key statements are presented.
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Dementia and isolation
Kitwood’s ideas about dementia and relationships form an important part of the orien-
ting framework of this study. One of his basic ideas is that “no one can flourish in iso-
lation” (Kitwood, 1997b, p. 3). Kitwood highlights the importance of a meaningful 
and genuine relationship of persons with dementia with others, since personhood of a 
person with dementia requires a social, instead of an individual context (Kitwood & 
Bredin, 1992). Kitwood (1997a) defines personhood as: “a standing or status that is 
bestowed upon one human being, by others, in the context of relationship and social 
being. It implies recognition, respect and trust” (p. 8).
Along with this definition, Kitwood expresses his concerns towards the Western 
individualism, which illustrates a trend towards seeing persons as separated from each 
other. He emphasizes the importance of relatedness for all human beings, in particu-
lar for persons with dementia. Kitwood reacts strongly against what he termed as the 
malignant positioning where one assumes in advance that there can be no meaningful 
action emanated from a person with dementia. “It is as if the presence of what used 
to be called ‘organic mental disorder’ places some kind of veto upon normal human 
encounter” (Kitwood, 1997b, p. 7). Sabat (2006) points out the intact cognitive and 
social abilities of persons with dementia, despite their cognitive impairment. Sabat 
(2006) suggests that “the way in which we relate to persons with dementia should be, 
in the most important respects, no different from the considerate, caring and honou-
rable ways in which we relate to other people” (p. 295). Buber’s (1937) I-Thou mee-
ting is highly illustrative for this understanding of relating. Kitwood (1997b) refers to 
Buber’s concept of the I-Thou meeting as being a foundational concept for taking the 
human being as a person rather than as an object. Figure 2.1, illustrates how the I-Thou 
meeting contrasts with the I-It meeting. Buber’s concept of the I-Thou meeting should 
be considered as crucial in the understanding of what is indicated in this study as an 
essential moment of meeting. Approaching the person with dementia as being Thou, 
is approaching the person in a way that allows essential moments of meeting to occur. 
This implies the belief in the fact that an I-Thou meeting with persons with dementia 
is still possible, despite their cognitive and functional impairments. 
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Miesen (1990, 1997) warns against underestimating emotional issues in persons 
with dementia. He states that part of the BPSD such as fear, restlessness, sadness, 
aggression, and inactivity could be explained as a normal reaction to loss, to the ex-
perience of powerlessness, discontinuity and feeling unsafe, displaced, separated and 
isolated. This should be understood in terms of the awareness-context of the sufferer. 
With awareness-context Miesen refers to a concept of Glaser and Strauss (1965), sug-
gesting that persons with dementia “remain involved (in a cognitive and an affective 
way) in the experiences which happen to them” (Miesen, 1997, p. 68). Considering this 
awareness-context encourages carers to make a clearer distinction between symptoms 
that are directly originating from brain dysfunction, and symptoms that are a reaction 
caused by the awareness of the primary symptoms, or that are connected with the per-
sonality of history of a person with dementia. This idea resonates with Kitwood and 
Bredin’s concept of the dialectical interplay as discussed before that emphasizes on 
taking neurological degeneration and changes in the social-psychological environment 
into account (Kitwood, 1997a; Kitwood & Bredin, 1992). Due to the gradual loss of 
abilities, persons with dementia and their families or care-givers often experience 
problems in being in contact with each other. Most often it is the families and care-
givers who verbally express the painful feelings that are caused by the difficulties in 
communicating with their loved ones. However, one also has to consider the feelings 
of the person with dementia in this context. Bender and Cheston (1997) illustrate how 
the social-psychological context should be taken into account. They draw attention to 
the subjective experiences of persons with dementia utilizing a model with three main 
components: "those feelings that are evoked within a person by the process of demen-
tia (anxiety, depression, grief and despair or terror); the behavioural responses of that 
person to this decline (secondary symptoms as denial or a lack of insight, living in the 
Figure 2.1: Illustration of Buber’s concept of the I-Thou meeting 
versus the I-It meeting (Buber, 1937)
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past, parent fixation, apathy and withdrawal); and the social nature of these emotional 
behaviours (the way social systems can regulate the emotions of the person suffering 
from dementia)." (Bender & Cheston, 1997, p. 515)
 
Dementia and identity
Kitwood states that “identity remains intact, because others hold it in place” (Kitwood, 
1997a, p. 69). He describes having an identity as 
"to know who one is, in cognition and in feeling. It means having a sense of conti-
nuity with the past; and hence a ‘narrative’, a story to present to others. It also in-
volves creating some kind of consistency across the different roles and contexts of 
present life. To some extent identity is conferred by others, as they convey to a per-
son subtle messages about his or her performance. How each individual constructs 
his or her identity is unique." (Kitwood, 1997b, p. 83-84)
Hughes, Louw, and Sabat (2006) agree with Kitwood on the importance of 
relationships for persons with dementia: “People with dementia have to be understood 
in terms of relationships, not because this is all that is left to them, but because this is 
characteristic of all of our lives” (p. 5). They emphasize the importance of the others 
in the preservation of the identity of persons with dementia. Their argument stems 
from a social-constructive background that states that our minds, meanings, but also 
our identities are constructed or sustained through our social interactions, in the world 
between persons, including persons with dementia. A range of other authors support 
Hughes et al.’s view that despite the fact that the awareness of their own identity is 
damaged, persons with dementia do not lose their identities (Burke, 2007; Jaworska, 
1997; Kitwood 1997a, 1997b; Lesser, 2006; Matthews, 2006; Oppenheimer, 2006; 
Radden & Fordyce, 2006; Ricoeur, 1992; Sabat, 2006; Sacks, 2007; Widdershoven 
& Berghmans, 2006). 
2.1.3 from care-giving to a psychotherapeutic approach 
towarDs Dementia
Another quote of Kitwood links the theoretical approach towards dementia with the 
pragmatic field of care-giving: “Our real aim in providing care is to maintain person-
hood through the entire process of dementia...” (Kitwood, 1997a, p. 101). Kitwood 
(1997a) counters what he explains as the malignant positioning, with his concept of 
positive person work (PPW). PPW implies interactions with persons with dementia that 
meet five psychological needs: comfort, attachment, inclusion, occupation and identi-
ty. Twelve types of interaction are listed (recognition, negotiation, collaboration, play, 
timalation4, celebration, relaxation, creation, giving, validation, holding, and facilita-
tion). Within these interactions, the caregiver needs to be present for the person with 
dementia. This means that he or she is psychologically available for the person. “Being 
4    Timalation is the stimulation of the senses of people with dementia to facilitate interaction 
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present entails letting go of that obsession with doing which often damages care work, 
and having a greater capacity simply for being” (Kitwood, 1997a, p. 119). Music the-
rapists Ronse and Maes (2014) discuss the absent present in this context: “This ‘ab-
sent presence’ facilitates the listening presence and offers a presence that sustains the 
residents psychically, keeping open a ‘potential space’5 wherein thoughts, fantasies, 
images and play can occur” (p. 204). 
Several authors in the field of dementia-care criticize the little attention that 
health care systems give to a psychological or psychotherapeutic approach to older 
persons. A literature review of Livingston et al. (2014) shows the clinical effectiveness 
and cost-effectiveness of a person-centred approach in the treatment of agitation in 
persons with dementia. Bender and Cheston (1997) and Jones (1995) plead in favour 
of an early psychotherapeutic intervention. Hepple (2004) joins Bender and Cheston 
in their criticism on the dominance of the medical models and gives an overview of 
the possibilities for psychotherapy with this population. Specifically for dementia, 
he suggests the implementation of psychodynamic theory and cognitive analytic the-
rapy, behavioural therapy and validation therapy as being very useful. Jones (1995) 
recommends interpersonal psychotherapy as an important treatment option in dementia 
care. Woods (1996) emphasizes an integrated framework for dementia care, based on 
Holden and Woods (1995) and on the theories of Kitwood. From a more behavioural 
perspective, Cohen-Mansfield (2004) lists a number of principles as primary targets for 
future non-pharmacological interventions. These principles evolved from an extensive 
literature review that Cohen-Mansfield conducted on non-pharmacological interven-
tions for inappropriate behaviours in dementia. Key points and principles of Woods 
and Cohen-Mansfield and some of the aspects that Jones (1995) formulates underlying 
his interpersonal therapy for persons with dementia are highlighted and summarized in 
Table 2.3. An overlap between the strategies that these authors present, despite their 
different theoretical perspectives can be seen. They all highlight a positive, though 
realistic and individualized approach towards persons with dementia while taking the 
effects on staff and carers into account.
5  Potential space was a term from Winnicott (1971). He used it for indicating an inviting and 
safe interpersonal space in which one can be spontaneously playful while at the same time 
be connected to others.
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2.1.4 music anD Dementia
The increasing number of persons with dementia implies a high interest of relatives 
and care givers for reports that illustrate positive experiences for these persons. Even 
in the later stages of the illness, persons with dementia often show clear and mostly 
positive reactions to different forms of music. The positive effects of music on per-
sons with dementia is widely used in documentaries, movies, stories and even theatre 
productions. Two well-known examples in this context are Singing for the Brain: The 
Alzheimer's	Choir:	A	film	about	love,	music	and	dementia	from	BBC (Alzheimer’s 
Society, 2015b) and Alive Inside, Film of Music and Memory Project - Henry's Story 
(Music & Memory, 2012). This latter example got very popular and well-known6. It 
contains comments from Sacks,  a well-established neurologist, who reported extensi-
vely about his clinical experiences with music and memory or dementia. Sacks (2007) 
takes a clear stance towards the common view of Alzheimer-patients as people with 
ego-losses. In the last chapter of his book Musicofilia, he addresses music and identity, 
Woods (1996):
emphasis on value and worth 
of the person with dementia
individualization
individual programme 
planning
learning is possible
maintenance of benefits
selection of targets
realistic expectations
effects on staff and carers
Cohen-Mansfield (2004, p. 303):
"tailoring the intervention to 
the individual";
"provision of meaningful 
stimuli or activity" 
"reduction in stressful stimuli or 
increasing relaxation during care 
activities"
"medical and nursing care that 
effectively address limitations, 
sleep problems, and limitations on 
autonomy, such as physical 
restraints"
"staff training to improve care"
"provision of social contact"
Jones (1995, p. 607)
"Therapeutic approach and treatment goals must be 
tailored to the patient’s level of dementia."
"The person with dementia is not uniformly demen-
ted/confused/ disoriented/dysphasic at a given time" 
"It is recommended that the treatment relationship 
begins as early in the patient’s dementing process as 
possible with the intent to continue until the patient 
shows stable improvement, is incapacitated, or 
becomes unresponsive."
"Direct confrontation and insight-oriented 
interventions become ineffective or counterproduct-
ive as the dementia progresses."
“Reality orientation” is actually counterproductive."
"Group psychotherapy with this approach is not 
recommended." 
"The therapist must closely monitor his or her own 
anxiety level, associations, emotional, and somatic 
reactions to the patient’s presentation."
"Treating elderly persons with dementia presents 
fewer traditional satisfactions to the therapist than 
treatment of more cognitively intact patients."
      
Table 2.1: Common keypoints and principles for future non-pharmacological 
interventions of Woods (1996), Cohen-Mansfield (2004) and Jones (1995)
6      https://www.youtube.com/watch?v=5FWn4JB2YLU
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and dementia and music therapy. He defends the idea of the ‘remaining of the ego’ 
of persons with dementia, because he is convinced that many essential aspects of the 
personality and the character of persons with dementia remain. According to Sacks, 
the musical perception, the susceptibility, the musical emotion and the musical me-
mory, stay alive, even long after other forms of memory disappeared (Sacks, 2007, 
p. 312). One of the pioneers of music therapy, Juliette Alvin, noticed that music can 
affect man on a level deeper than where the illness lies (Alvin, 1966). From the ang-
le of dementia, this supports the experience of a range of music therapists who state 
that persons with dementia act on a surprisingly higher level in music therapy than in 
normal situations. (Nolan, 1994; Nordoff & Robbins, 1977). The researcher’s clinical 
experience with the female patient, described in the introduction of this dissertation is 
a clear illustration of this type of experience: “The music appeared to be the doorway 
to an apparently intact part of her internal being." With this part of being, the thera-
pist referred to the affective level of a human being, where music is also situated and 
where musical communication for this reason can take place. The music therapeutic 
relationship seems to allow the therapist to meet the patient with dementia on a level 
where the dementia is not interfering with the interpersonal relationship. 
This view is shared by music therapist Aldridge (2000) who links one’s inherent 
musicality to the therapeutic relationship:
"It is our memories of the other that helps the dementia sufferer compose his or 
her self. In relationship we foster a return to those ecological connections (between 
the body and the self). And it is music that forms the basis of relationship through 
rhythm and timbre… The very ‘I’ (of the dementia sufferer) that is myself fails to 
perform the ‘me’ that we all know… Our inherent musicality remains… skilled 
practitioners can invoke what is still there. The ‘I’ finds its ‘me’... The relationship 
is the context for the story and patients’ stories may change according to the condi-
tions in which they are related… Thus the therapeutic relationship bears a respon-
sibility for offering alternative chances for performance.” (p. 17-18)
A recent study of McDermott, Orrell and Ridder (2014) aimed to obtain an insight into 
what music means or can mean for persons with dementia, their family carers, staff 
and music therapists. The study proposes a psychosocial model of music in dementia. 
This model shows how music can play a role on three different domains: Who you are, 
here and now and connectedness. McDermott et al. (2014) describe how it should “be 
possible to conclude that a successful Here and Now intervention, allows each person 
with dementia to be Who You Are, which in turn leads to meaningful Connectedness 
with other people and with their environment” (p. 715). Their study also concludes 
that individual preferences of music seem to be preserved throughout the progression 
of a person's dementia. Not only music therapists, but also staff and family carers that 
want to use music in the treatment or daily care of persons with dementia, should be 
aware of this and inform themselves about a client’s musical preferences.
In this present study, the focus is on the clinical music therapy situation where music 
is mostly used in the form of musical improvisation. In the following section, musical im-
provisation is presented as a second main theme of the orienting framework for this study.
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2.2 Musical iMprovisation in Music therapy 
2.2.1 Defining the concept of musical improvisation in 
music therapy 
A number of music therapy researchers (Aigen, 2013; Bruscia, 1987, 2014; Gilroy 
& Lee, 1995; Hegi, 2010; Lee, 2000; Nordoff & Robbins, 1977; Schmölz, 1988; 
Weymann, 2004; Wigram, 2004) have offered several definitions and theories on the 
use of musical improvisation within a clinical setting. Since a comparison between 
the different approaches and definitions of clinical/musical improvisation is not the 
scope of this study, two key authors, Bruscia and Wigram, are used as basis for the 
following section. 
Wigram took part in a working group in the UK in 1977 that was set up to define 
terminology used in music therapy, including musical improvisation and clinical im-
provisation. Musical improvisation was defined as “any combination of sounds and 
sounds created within a framework of beginning and ending” (Wigram, 2004, p. 37). 
Following the discussion on the clinical relevance of this definition, clinical improvi-
sation was defined as the use of musical improvisation in an environment of trust and 
support established to meet the needs of the clients” (Wigram, 2004, p. 37). 
In 2002, a broader definition of clinical improvisation was suggested by Wigram, 
Pedersen and Bonde (2002): 
"Clinical improvisation is a widely used method of ‘active music therapy’ in Europe. 
Generally, the use of musical improvisation with a specific therapeutic purpose in 
an environment facilitating response and interaction. A musical relationship is gra-
dually built through shared repertoire and exchange of musical expressions. The 
theoretical basis is that the spontaneously produced sounds created within a musical 
framework represent aspects of personality at conscious or unconscious levels. ... 
Clinical improvisation is, therefore, a procedure where instrumental or vocal im-
provisations are directed towards certain aims to obtain relevant evidence related to 
certain symptoms, to pathological or psychological problems." (p. 316)
Bruscia’s book on improvisational models that he wrote in 1987 offers different mo-
dels of improvisational therapy, taking into account the diverse clinical settings, the 
particular goals, and salient features. It also contains the description of 64 clinical tech-
niques of improvisation. 
Bruscia (1987) provides definitions of improvisation in general to understand what 
improvisation can mean in a music therapy context: 
"It is inventive, spontaneous, extemporaneous, resourceful, and it involves 
creating and playing simultaneously. It is not always an “art” however, and it does 
not always result in “music” per se. Sometimes it is a “process” which results in 
very simple “sound form." (p. 5) 
Chapter 2. Orienting framewOrk
35
In his foreword of Wigram’s book on improvisation (2004), Bruscia describes impro-
visation from a personal standpoint:  
"I stop and it hits me. In these simple, few moments of improvising, I have enco-
untered the conditions of being human, the very sound essence of who I am, and at 
the same time, the myriad possibilities of who I can be. These are the sounds of my 
life project – to continually seek and create alternatives to what has been given to 
me, and to what I have done with them so far. Without this project, I will never be 
fulfilled and my life will never move toward wholeness. Improvisation is the pro-
cess of continually creating my life anew." (p. 18) 
From a more pragmatic angle, questions arise when reflecting on the definition of mu-
sical improvisation within a clinical context. Can every sound be considered as being 
music? When is the sound-making intentional? Wigram (2004) refers in this context 
to the therapeutic framework of trust and support in which the sound is made, as in the 
definition that was presented before. 
2.2.2 musical parameters
Wigram (2004) states that pitch/frequency, tempo/pulse, rhythm, intensity/volume, 
duration, melody and harmony are the core elements of music7. “The combination of 
these elements in music material determines the style and quality of what one hears” 
(p. 35). When studying the meaning of the different musical parameters in literature, 
one can infer two different levels of meaning: a symbolic meaning, like illustrated by 
Bruscia (1987, pp. 450-455), and a more music-theoretical meaning, given by The 
Oxford Dictionary of Music (Kennedy & Bourne Kennedy, 2012), and The Oxford 
Companion to Music (Latham, 2011). The symbolic meaning should be considered 
from a therapeutic angle and therefore on a more interpretative level. The symbolic 
and music-theoretical meanings are not contradictory but complement each other. In 
Table 2.4, I show a comprehensive overview with regard to 11 main parameters: tim-
bre, dynamics, melody, rhythm, phrasing, tempo, meter, pulse, harmony, tonality, and 
register. The latter parameter (register) is not integrated in Bruscia’s list of musical 
parameters. Though, for the purposes of the table, I added my own description of the 
symbolic meaning of register. 
Additionally, two other parameters need some considerations: inner pulse and silen-
ce. De  Backer and Foubert (2011) define the inner pulse as “eine dynamische innere 
Bewegung unser tiefstes Sein” (p. 17) or “einer Bewegung in der Bewegung” (p. 17)8. 
They illustrate how in music therapy, patients often lack their own inner pulse and as 
a result, lack the ability to play along with the music therapist in a shared pulsation. 
The therapist takes an empathic listening stance and can use his/her own inner pulse to 
7  Wigram uses the word ‘elements’, while other authors (e.g. Bruscia) use the word musical 
‘components’. Since ‘musical parameters’ is the common term within the theoretical fra-
mework of the Leuven School, this term will be used in the subsequent part.
8 a dynamic inner movement of a person’s deepest Being” or “a movement within the 
 movement." (own translation)
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allow the patient to move along with him/her in a shared pulse. A shared pulse should 
be considered as a structure in which both persons’ individual variation within this 
movement is respected. It is the variation within the shared movement that differen-
tiates a shared pulse from the endless, rigid movements of persons with autism or psy-
chosis. By the occurrence of a shared pulse in the music, a potential space (Winnicott, 
1971) can appear in which both therapist and patient can play and move ‘separately 
together’. From there, the process of symbolization can be continued. 
With regard to a symbolic meaning of the parameter silence I quote De Backer and 
Sutton (2014a): 
"Silence is the driving force of intersubjective play in improvisations, during which 
there are moments of attunement to musical form. Paradoxically, it is only thanks 
to moments of silence (which act as a kind of punctuation) that phrasing becomes 
possible, that sounds become structured and that musical form originates with trau-
matic patients. In musical form, we noted that silences add an important dynamic 
in the structure of the sounds and rhythms that are being played." (p. 53) 
          Music-Theoretical Meaning
(Kennedy & Bourne Kennedy, 2012; Latham, 2011).
“Tone-color; that which distinguishes the quality 
of tone or voice of one instrument or singer from 
another, e.g. flute from clarinet, soprano from 
mezzo-soprano, etc.” (Kennedy & Bourne Kennedy)
“The aspect of musical expression concerned with 
the variation in the volume of sound." (Latham)
“A succession of notes, varying in pitch, which have 
an organized and recognizable shape. Melody is 
‘horizontal’, i.e. the notes are heard consecutively.” 
(Kennedy & Bourne Kennedy)
“(in the full sense of the word) covers everything 
pertaining to the time aspect of music as distinct 
from the aspect of pitch, i.e. it incl. the effects of 
beats, accents, measures, grouping of notes into 
beats, grouping of beats into measures, grouping of 
measures into phrases, etc.” (Kennedy & Bourne 
Kennedy)
Timbre
Dynamics
(volume)
Melody
Rhythm
Symbolic Meaning
(Bruscia, 1987) 
“Timbre represents the identity of the player through 
his/her selection of medium, instrument, production 
techniques, and sound vocabulary." (p. 455)
“The intensity and amount of sound… contributes 
greatly to the feelings that emerge through the 
rhythmic-melodic phrase. Volume represents how 
much energy is directed towards an aim, or how 
intense the feeling is about an object." (p. 454)
 “Melody is the expression of a specific feeling. It is 
the wish or desire attached to the rhythmic impulse 
which it clothes. Melody adds the spatial dimension 
to rhythm and reveals where the feelings are in 
relation to the self." (p. 453)
(Figures or patterns): “Rhythmic patterns are formed 
when the sounds do not coincide with the pulse… 
The sounds are no longer equal to each other in 
significance and value, and they are now inclined to 
move towards an object or aim with varying degrees 
of drive or urgency. The patterns disturb the state of 
equilibrium of homeostasis, and therefore stimulate 
tension and the need for resolution." (p. 451)
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 “refers to the way in which a performer 
interprets both individual phrases and 
their combination in the piece as a whole.” 
(Latham)
“The speed at which a piece of music is 
performed.” (Latham)
“Term used of regular succession of 
rhythmical impulses, or beats, in poetry 
and music, e.g. 3 4 and 6 8 being described 
as different kinds of meters.” (Kennedy & 
Bourne Kennedy)
“A term sometimes used as a synonym 
for ‘beat’, but a distinction is occasionally 
made: for example, 6/8 time may be said 
to have six ‘pulses’ but only two ‘beats’.” 
(Latham)
“The simultaneous sounding (i.e. combin-
ation) of notes, giving what is known as 
vertical music, contrasted with horizontal 
music (counterpoint).” (Kennedy & Bourne 
Kennedy)
“The organization of pitch material 
whereby more and less important elements 
allow music to be articulated in time.” 
(Latham)
“The part of the compass of an instr. having 
a distinctive tonal quality.”  (Kennedy & 
Bourne Kennedy)
Phrasing
Tempo
Meter
Pulse
Harmony
Tonality
Register
“Phrasing places the flow of rhythmic energy together with the 
shape of the melodic and harmonic feelings." (p. 454)
“Tempo moves the state of equilibrium to different levels of 
energy... Tempo is a gauge of energy, signaling the need to be 
held up by a ground, or carried away by the forces of drive." 
(p. 451)
“Meter is the component which serves to organize the surges 
of energy created by subdivisions and tempo… Meter is the or-
ganization of pulses into numerical units” (p. 452). It provides 
boundaries and serves as a container for the energy states of 
other rhythmical components.
“ A pulse is a division of time into equal, recurring segments 
which are marked off by equally significant events…” (p. 450). 
The pulse is a manifestation of energy in an equilibrium, which 
means that pulse does not strive to reach an aim outside of 
itself, but acts as a ground, that gives stability and support.
“Tonal component which is affected by scale and melody…
Harmony conveys how the feeling in the melody feels… Har-
mony can integrate the feeling of the melody into an emotional 
context, or point out its deviations from other emotional areas." 
(p. 453-454)
Tonality directs melody and harmony and gives these a ground. 
“Tonality provides a controlling, organizational structure. It 
determines hierarchical relationships of tones within the scale, 
and specifies resting points and destinations for the journeys of 
melody and chords through time." (p. 454)
Register can provide some insights about how the patient 
handles proximity and distance within the therapeutic rela-
tionship. Concerning the keyboard of the piano, physical as 
well as musical proximity or distance can be observed. For 
other instruments (e.g. the voice) it is the musical proximity 
or distance that can be an object of a symbolic interpretation. 
Both musical and physical proximity or distance are then 
linked to psychic proximity/distance. Register is closely related 
to timbre, since the height of a sound has clear implications for 
the quality of the sound and because of the fact that the musical 
as well as psychic proximity can also be perceived in the 
merging of the timbres of the music of patient and therapist. 
(my description)
Table 2.2: Musical parameters following Bruscia (1987) , Kennedy and Bourne Kennedy (2012), 
and Latham (2011)
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2.2.3 musical improvisation within the theoretical 
framework of the leuven school 
One of the factors that discerns different music therapy approaches is the way music 
is used within a clinical music therapy context. De Backer and Sutton (2014a) list ele-
ven different schools of music therapy practice in Europe9. Analytical music therapy, 
making use of improvisation as a form of free association is one of these approaches 
and shows great overlaps with the music therapy tradition of the Leuven School, in 
which the clinical work and educational background of the researcher is situated. 
Following part gives an overview of the main features of the Leuven School.
The Leuven School defines music therapy as 
"a form of music-centred psychotherapy, a client-therapist exchange through musi-
cal improvisation or music listening […] with the aim to reduce or eliminate psychic 
suffering, conflicts, disorders and related complaints. Clients unable to actively par-
ticipate in improvisation  (because of strong defences, aphasia, dementia, motor or 
other restrictions) can find the musical improvisation present based on their affective 
resonance. This stance widens and provides evidence for the unique significance of 
music therapy for psychological health needs traditional psychotherapy cannot ad-
dress. Psychic problems are given shape in musical form. On this musical-symbolic 
level, the process of musical improvisation or music listening occurs in tandem with 
verbal reflection. This offers the possibility of conscious or unconscious layers of 
the psyche to tap often untapped frontiers seen as a prerequisite for positive thera-
peutic development" (De Backer, 2013, p. 104). 
2.2.3.1 basic psychoDynamic concepts in music therapy
The Leuven School emphasizes the use of musical improvisation and the importance of 
a therapeutic relationship. The therapeutic interventions that are used within the clini-
cal practice of the Leuven School integrate certain psychodynamic concepts which are 
strongly related to the therapeutic relationship and the use of musical improvisation. 
The use of basic concepts of transference and countertransference in clinical work 
and reflections about clinical reality, illustrates the direct link with psychodynamic 
thinking. Freud (1905) defined transference as a clinical phenomenon in which the 
patient re-enacts unconscious fantasies in regard to meaningful relationships from 
childhood in the current therapeutic situation. The therapist becomes the object of 
the transference. By this re-enactment, unconscious conflicts can be worked through. 
Countertransference should be understood as the therapist’s transference towards the 
patient or the therapist reaction on the relational dynamics that are caused by the trans-
ference. Although Freud considered countertransference as a disturbing element within 
9  The eleven schools of practice that De Backer and Sutton (2014a) list, are: 1. Free improvi-
sational music therapy 2. Analytical music therapy, making use of improvisation as a form 
of free association 3. Creative music therapy 4. Receptive music therapy 5. Physiological 
music therapy 6. Behavioural music therapy 7. Gestalt music therapy 8.  Humanistic music 
therapy 9. Systemic music therapy 10. Medical music therapy 11. Musical healing models  
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the therapeutic process, Heimann (1950) broadened the concept and emphasized the 
potential of the phenomenon for the understanding of the unconscious conflicts of the 
patient. 
Clinical techniques of holding and containment can also be considered as essen-
tial in music therapy practice. Containment described by Bion (1967) is the way the 
therapist is receptive to the overwhelming feelings of the patient in an attempt to re-
turn these feelings to the patient in a digestable form. From a music therapeutic angle 
De Backer and Van Camp (1999) use the term acoustic skin to indicate how the mu-
sical interaction with the music therapist can provide a kind of acoustic skin that is 
stretched around the chaotic and unbearable feelings of the patient. It allows the patient 
to experience that he or she is not overwhelmed by these strong emotions anymore and 
that these can gain a type of form within the intermediary space of the therapeutic re-
lationship. The concept of the acoustic skin is closely related to the musical envelope 
as described by Lecourt (1990). 
Holding can be seen as an aspect of containment. This therapeutic attitude is der-
ived from Winnicott (1960) who refers to the image of a mother who holds her child 
in her arms. A holding environment indicates the broad mother-specific attitude that 
does not focus on interpretations and symbolisations, but on the creation of a safe en-
vironment in which the patient feels accompanied and sustained in his or her emotional 
expressions. The concept of a holding environment does not solely influence the (mu-
sic) therapeutic relationship, but can also act as a guidance for health care settings. In 
relation to the work with persons with dementia, Ronse and Maes (2014) refer to this 
holding environment, when talking about the small, homelike care environments for 
persons with dementia, in which they work as music therapists. In Kitwood’s person-
centred approach holding is argued as one of twelve types of positive interactions with 
regard to persons with dementia (Kitwood, 1997a). In music therapy, the metaphor of 
the acoustic skin is also used to describe how the sensory effects of music can hold 
aspects of the patient’s experience (De Backer & Sutton, 2014b). Wigram (2004)10 and 
Bruscia (1987) describe holding as one of many basic therapeutic methods and tech-
niques. Wigram (2004) defines holding as “providing a musical ‘anchor’ and container 
for the client’s music making, using rhythmic or tonal grounding techniques” (p. 97). 
Wigram’s definition seems to stay more at the musical level. Bruscia’s (1987) defi-
nition of this technique is quite similar, though he merely emphasizes the emotional 
aspects of the patient’s experience: “As the client improvises, the therapist provides a 
musical background that resonates the client’s feelings while containing them” (p. 536).
10 Wigram (2004) indicates basic therapeutic methods and techniques that can be applied in a 
clinical context of musical improvisation: mirroring/imitating/copying, matching, empathic 
improvisation/reflection, grounding/holding/containing, dialoguing, accompanying, extem-
porizing, frameworking and making transitions.
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2.2.3.2 specific music therapeutic interventions from the 
leuven school
The Leuven School developed and defined specific music therapeutic interventions that 
form a substantial part of its theoretical and conceptual framework. With regard to the 
term interventions it is important to note that interventions should not be considered as 
conscious actions from the therapist. They are embedded within the therapeutic attitude 
and always need to be situated within a therapeutic process. Consequently these cannot 
be used, or taught as concrete techniques (De Backer & Sutton, 2014b).
The interventions that are described in this section are empathic listening, listening 
playing, anticipating inner silence, post-resonance, digestion after the session, and 
improvising in absence of the patient.
Originally, empathic listening was described in relation to the situation where the 
patient plays a sensorial play (De Backer, 2008). Though, this listening stance of the 
therapist should be considered as a basic attitude of the music therapist. It refers to the 
empathic listening attitude of the therapist, in which the therapist listens through his 
or her own body to the patient’s body. This can create the possibility for the therapist 
to capture the affect of the patient and to resonate with it. 
Listening playing refers to the way the therapist listens musically to the patient’s 
music. While the therapist is listening and playing, he or she is guided by the patient’s 
affect and by his or her own inner responses to the patient’s affect. Listening playing 
is a specific therapeutic listening stance “aus dem unerwartet und plötzlich etwas 
entstehen kann, das musikalisch Sinn macht, zum Beispiel Klangfarben, die ineinan-
der greifen11" (De Backer, Foubert & Van Camp, 2014, p. 259). 
The anticipating inner silence describes the silence that anticipates the first sound 
when the music therapist starts an improvisation with a patient. This anticipating si-
lence is necessary for the therapist to come into resonance with him- or herself and 
the patient and to create an inner space from which the musical play can derive. This 
silence is inaudible, unpredictable and unknown for the therapist and for the patient. 
(De Backer, 2008).
Post-resonance can be considered as opposite to the sudden interruption of an impro-
visation or a single tone. It refers to the point at which the therapist and/or patient let 
the final note of the improvisation die away and sound in the silence that follows. This 
allows the musical improvisation to post-resonate internally in the silence. De Backer 
(2008) emphasizes the value of the post-resonance, since it “defines the therapeutic 
event and embraces the confirmation that one is in a therapeutic relationship” (p. 98). 
Digestion after the session: Within the clinical practice of the Leuven School it is 
a common intervention for music therapists to improvise musically after a session. 
Improvising in a reverie-style helps the therapist to digest the sometimes unbearable 
feelings that affected him or her during the session with a patient. The musical form 
that can be created in the improvisation allows the therapist to integrate the intolerable 
affect “within an inner imagination (impression) and let the hope and desire exist in 
order to continue the therapeutic process” (De Backer, 2008, p. 99).
11  “from which something unexpected appears, that has a musical meaning. An example is that 
musical timbres of the therapist and the patient intertwine…” (my translation).
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Related to the digestion after the session is the intervention whereby the therapist 
improvises in absence of the patient. By doing this, the therapist gives shape to the 
patient’s ‘presence in his absence’. The therapist reflects on the patient’s absence and 
its meaning within the therapeutic process. He or she can come into resonance with 
its own feelings related to the patient’s absence. With regard to the digestion after the 
session and in relation to the absence of the patient, a musical reverie12 characterizes 
the musical improvisation. 
De Backer (2008) describes an improvisation related to the absence of a patient 
with psychosis as 
"a purely intuitive play, where the therapist let himself be guided by the music. 
As a result of this, the therapist could come into resonance with himself and the 
imaginary image of the patient and the therapeutic process could be continued and 
held. This process of giving form musically and mentally had its reflection on the 
therapist’s therapeutic attitude and listening during the proceeding meeting with 
the patient." (p. 100)
2.3 essential MoMents of Meeting
The third main theme of the orienting framework for this study is situated on the do-
main of meeting and relationships. As stated before, musical improvisation and the 
therapeutic relationship in music therapy are closely interweaved within the philosophy 
of the Leuven School. Chapter 4 describes how and for what reason the third theme 
of this study was narrowed down from therapeutic relationship to essential moments 
of meeting. In this section some other perspectives are presented, that can create a 
broad basis from which the concept of essential moments of meeting can be understood. 
The Oxford English Dictionary (2015) defines the word meeting, mostly as the 
"assembly or coming together" of people. It hardly provides a deeper understanding 
of the word from a psychological angle. The same remark can be made on the word 
relationship, where the emphasis is placed on the connection or association between 
people or objects.
Schumacher (1994) differentiates between several related terms in order to clarify 
the meaning of Beziehung (relationship): Kontakt (contact), Begegnung (encounter) 
and Beziehung (relationship). According to Schumacher Kontakt and Begegnung are 
both terms that signify a particular moment. The manifestation of these moments are 
both necessary for the establishment of Beziehung. Beziehung is not just a moment, but 
unfolds in time. The difference between Kontakt and Begegnung is that in Begegnung 
people meet and can have a short, but meaningful impression of emotions of the other 
person, while in Kontakt these moments are only reactions on stimuli, not on the other 
person. Hinde (as cited in Stern, 1985) distinguishes an interaction from a relationship 
by means of the presence of a continuity of historicity. Stern (1989) comments that 
it is the memory that is indispensable for this form of continuity and thus for human 
relationships: “Relationships are the cumulative constructed history of interactions, a 
12  De Backer’s musical reverie is based on the reverie from Bion (1959, 1962) and Ogden 
(1997).
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history that bears on the present in the form of expectations actualized during an ongo-
ing interaction, and on the future in the form of expectations (conscious or not) about 
upcoming interactions” (p. 54-55). 
When considering Stern’s work, it is important to discuss his theory of dynamic 
forms of vitality. Stern (2010) defines dynamic forms of vitality13  as “psychological, 
subjective phenomena that emerge from the encounter with dynamic events” (p. 7). 
They are not emotions, sensations or acts, but “they concern the “How”, the manner 
and the style, not the “What” or the “Why” (p. 8). They can be considered as an indi-
vidual’s movement signature that makes it possible to recognize known others from a 
distance or when they are not in focal vision. Dynamic forms of vitality are essential 
elements for what Stern defines as the implicit relational knowledge. Stern (1998, 2010) 
uses this term to describe the phenomenon of relational knowing in the parent-infant 
interaction which occurs prior to verbalization and is based on the dynamic forms of 
vitality. Infants must master this implicit relational knowing to function in their later 
interpersonal worlds. Stern himself emphasizes the close connection between dynamic 
forms of vitality and the time-based arts, being music, dance, theatre, and cinema. Just 
as dynamic forms of vitality have to be situated on the domain of movement, force, 
time, space and directionality, this is also the case for these art-forms. Hannibal (2014) 
among a range of other music therapists refers to Stern, and discusses the relatedness 
between musical improvisation and implicit relational knowing. Hannibal (2014) states 
that “music and implicit knowledge consist of the same basic material” (p. 219). Within 
the scope of the present study, it is important to mention that Hannibal also points out 
that the implicit relational knowledge is situated on a more affective, musical level and 
is therefore less or not subject to cognitive impairment. 
The following section discusses Stern’s theory about meeting and relationships. 
Two of his main concepts are presented: affect attunement and moments of meeting.
2.3.1 affect attunement 
“The sharing of affective states is the most pervasive and clinically germaine featu-
re of intersubjective relatedness” (Stern, 1985, p. 138). This is the opening sentence 
of Stern’s chapter on The Sense of a Subjective Self: Affect Attunement. In this chap-
ter Stern describes the phenomenon that clinicians often describe as interaffectivity 
or empathic responsiveness. His text is useful to understand what attunement invol-
ves. With affect attunement Stern defines the intrinsic behaviour of the mother when 
reacting on the affective expressions of her baby and creating a way of interaffectivity 
by attuning to these expressions. He emphasizes that this reaction is more than just mir-
roring what the baby does, but a matching attitude to the infant’s expression, a matching 
13  Stern (2010) notices that there is an evolution in the terms that he used for this concept. 
Other terms that have been used are vitality affects, temporal feeling shapes, temporal fee-
ling contours, proto-narrative envelopes, and vitality contours. Stern explains this multipli-
city of terms on the fact that the concept is hard to grasp into words, and that previous terms 
were never fully satisfying.
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and sharing of dynamic forms of vitality. This sharing of another’s vitality forms can 
be considered as the “earliest, easiest, and most direct path into another’s subjective 
experience” (Stern, 2010, p. 43). It can happen on two different levels: one-way sha-
ring and two-way sharing14. Three different subject matters of what can be shared are 
indicated:  the actual content, the emotions and the vitality forms. 
2.3.2 moments of meeting following stern
Stern (1998) uses the term moments of meeting to highlight specific moments that 
can emerge within the dyadic system which is the therapeutic relationship. These 
moments can push the way-of-being-together into a new state of intersubjectivity, 
and subsequently into a change in the implicit relational knowing of the client and 
the therapist. Stern describes the therapeutic process schematically in three steps: 
moving along, the appearance of now moments and eventually the emergence of mo-
ments of meeting. In the initial moving along-phase, client and therapist start working 
together towards an understanding of a common goal for the therapy. This happens in 
an improvisational mode, in which each step that is taken is considered as a present 
moment. While this first stage is named state no.1 by Stern, the now moments should 
be considered as a potential transition to the new state (no.2), which is an open space in 
which both persons can be alone in the presence of the other. Now moments challenge 
or threaten the stability of state no.1. When these moments are mutually recognized by 
both persons, a moment of meeting can occur which results in a change in the implicit 
relational knowing and thus introduces a kind of new state of intersubjectivity. From 
there the therapeutic process continues with the moving along-process in an altered 
way (on a higher level of understanding).
When discussing the concept of essential moments of meeting in this study, these do 
not solely refer to Stern’s moments of meeting. An important characteristic of Stern’s 
moment of meeting does not have to be met in order to indicate an essential moment 
of meeting in the way it is used in this study. This characteristic is the mutuality be-
tween both persons and the certain degree of consciousness that goes along with the 
occurrence of a moment of meeting. Stern’s moment of meeting is considered as crucial 
within the relationship and thus as an essential moment of meeting, though an essential 
moment of meeting does not have to be a moment of meeting like Stern describes it. 
2.3.3 moments of meeting in music therapy 
Several music therapists developed concepts for indicating and defining particular 
phenomena in music therapy that they consider as specifically meaningful in a thera-
peutic process. Examples of these phenomena are meaningful moments (Amir, 1996), 
musical moments (Austin, 1996), pivotal moments (Grocke, 1999), resonance (Gindl, 
14  Stern (2010) gives examples of both levels: one-way sharing is when one can say: “I know/
feel that you know/feel." Two-way-sharing would be then: “I know that you know that I 
know…." (p. 43)
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2002), significant	moments (Trondalen, 2005), musical/emotional synchronicity (Kim, 
2006), affect attunement (Trondalen & Skårderud, 2007), moments of synchronicity 
(De Backer, 2008), inter-affective synchronization (Schumacher & Calvet, 2008), (mu-
sical) present moments (Ansdell, Davidson, Magee, Meehan & Procter, 2010), inter-
play (Shoemark & Grocke, 2010), and moments of resonance (Coomans, 2013). Not 
all of these concepts focus to the same extent to the meeting between patient and the-
rapist. Grocke (1999) for example emphasizes the factor of change within the client’s 
personal journey. Nevertheless, she regards the therapist’s presence as a facilitator for 
pivotal moments to occur. 
In the following section and Table 2.5 an overview of all different concepts that 
were listed above is presented. A detailed analysis or comparative study would lead 
us too far from the focus of this study, though some of the most striking differences 
should be discussed. One factor that differentiates the authors and their concepts, is 
the theoretical background in which each concept needs to be situated. Mostly, these 
consider developmental psychology (Stern) or a psychodynamic frame of thought. The 
pivotal moments of Grocke (1999) and meaningful moments of Amir (1996) need to be 
understood from out of a transpersonal and humanistic angle. A factor that differentia-
tes Grocke’s pivotal moments from all other concepts is the fact that Grocke’s pivotal 
moments are applicable to a receptive music therapy method, namely Guided Imagery 
and Music, GIM. The other authors’ concepts refer to improvisational music therapy. 
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AUTHOR
Amir (1996)
Austin (1996)
Grocke (1999)
Gindl (2002)
Trondalen (2005)
Kim (2006)
Trondalen & 
Skårderud (2007)
De Backer (2008)
Schumacher & 
Calvet (2008)
Ansdell et al. 
(2010)
Shoemark & 
Grocke (2010)
Coomans (2013)
PHENOMENON
Meaningful moments
Musical moments
Pivotal moments
(Emotional) 
resonance
Significant moments
Musical synchronicity 
Emotional 
synchronicity
Affect attunement
Moments of 
synchronicity
Inter-affective 
synchronization (af-
fective atunement)
(Musical) present 
moments
Interplay
Moments of 
resonance
FOCUS
Multiple handicapped
children
Adult clients
Non-clinical GIM-
clients
Clients with psychiatric 
disorders; children with 
learning disabilities
Clients with Anorexia 
Nervosa 
Children with Autism 
Spectrum Disorder
Clients with Anorexia 
Nervosa 
Clients with psychosis
Children with Autism 
Spectrum Disorder
Clients with psychosis
High risk full term 
infants
Clients with dementia
THEORETICAL BASIS
Humanistic psychology 
(Maslow’s peak experience); 
Transpersonal psychology 
Psychodynamics
Humanistic psychology 
(Maslow’s peak experience); 
Transpersonal psychology 
(Assagioli’s higher states of 
consciousness)
Psychodynamics
Developmental psychology 
(Stern’s moment of meeting)
Developmental psychology 
(Stern’s affect attunement)
Developmental psychology 
(Stern’s affect attune-
ment, unity of senses and 
cross-modality)
Psychodynamics
Developmental psychology 
(Stern’s affect attunement
Developmental psychology 
(Stern’s present moments)
Developmental psychology 
(Stern’s moment of meeting)
Psychodynamics
PROPERTIES
Joyous, exceptional, powerful, 
beautiful moments in music 
therapy
Shared inner experience; 
freedom to play or improvise 
autonomously
GIM-experience; feeling of free-
dom or resolution of struggle; 
therapist and music as facilita-
tors; change as essential factor
Fundamental principle of the 
therapeutic relationship; 
resonanzbereitschaft
Sequences of regulation; 
mutuality; musical interplay
Forms of joint attention; 
preceded by musical attunement 
6 observable criteria: absolute 
intensity, intensity contour, 
temporal beat, rhythm, duration 
and shape
Shared inner experience; 
freedom to play or improvise 
autonomously; within process 
from sensorial play to musical 
form
Relevant moments;
preceded by intra-/inter-
synchronization
Relational and therapeutic 
change; similar to present 
moment, can be prolonged, can 
qualitatively expanded
7 markers of interplay (e.g. mo-
ving along, moment of meeting)
Understanding between therapist 
and patient on affective/ pre-
verbal level
          
Table 2.3: Overview of related studies on moments of meeting in music therapy
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From a developmental standpoint
Many music therapists used Stern’s theories on affect attunement and moments of 
meeting as theoretical basis for their studies on phenomena which they consider as 
being important moments within the ongoing (music) therapeutic process. Although 
the studies of Kim (2006) and Schumacher and Calvet (2008) were conducted separa-
tely, there are many overlapping characteristics in these studies. Both studies focused 
on music therapy with children with autism spectrum disorder and used Stern’s affect 
attunement as a theoretical basis. In her outcome, Kim distinguishes between musi-
cal synchronicity and emotional synchronicity as being two forms of joint attention. 
The latter she defines as “an event, when the child and the therapist share a moment 
of emotional affect (happiness or sadness) while engaged with the therapist” (Kim, 
2006, p. 132). Schumacher and Calvet (2008), on the other hand, differentiate the in-
tra- (self-) synchronization from the inter- (actional) synchronization. With the intra-
synchronization, Schumacher and Calvet refer to the self-coherence as it is described 
by Stern (2000). This phenomenon indicates a correspondence/an attunement between 
different bodily and verbal expressions. The inter-synchronization is “the exact cor-
respondence of the time-structures of two or more people. The affective attunement 
that can result from this, is termed as inter-affective synchronization” (Schumacher 
& Calvet, 2008, p. 22).
Trondalen (2005) focused on persons with anorexia nervosa and developed the con-
cept of significant moments with Stern’s present moments as theoretical foundation. 
She starts from the experience of “a condensed awareness and a heightened state of 
arousal during the playing in a musical improvisation…where we both know we have 
been close to each other…golden moments” (Trondalen, 2005, p. 397). From this she 
gave birth to the term significant moment as being a term “that signifies some clear 
and evident signs in a limited period of time which is analysed and contextualised” 
(Trondalen, 2005, p. 400). Trondalen (2005) reached the following conclusions:
"Significant moments are sequences of regulation, which are mutually harmonized 
by the therapist and the client in the musical interplay… They were signified by 
a) melodic and rhythmical syncopational shifts against a steady/predictable pulse 
b) intense and condensed dynamics c) limited musical sequences varying in dura-
tion. In addition the moments appeared to be d) positive with “condensed flow”… 
within the significant moments, these sequences of regulation, the client is e) acti-
vely “performing his life” together with the therapist." (p. 417-418)
Using empirical data from this study, Trondalen and Skårderud (2007) studied the 
phenomenon of affect attunement elucidated through musical improvisation. They 
formulated six observable criteria for identifying affect attunement: absolute intensi-
ty (equal level of intensity between therapist and client), intensity contour (increased 
intensity at significant moments), temporal beat (a shared beat between therapist and 
client), rhythm (matching patterns of pulsation of unequal stress), duration (matching 
of time span behaviour) and shape (matching in behaviour in time and space). Their 
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conclusions are based on the theory of Stern (1985) about the unity of senses and 
cross-modality15. 
Ansdell et al. (2010) studied the present moment of Stern within a music therapeutic 
context with persons with psychosis. They found “that the process unit of the present 
moment could be understood similarly for music therapy, but that it could well have a 
more complicated architecture” (p. 22). Musical present moments could be prolonged 
in time and qualitatively expanded compared to the present moments from Stern which 
can be considered as an advantage according to Ansdell et al. 
Finally, Shoemark and Grocke (2010) studied the interplay between high-risk full 
term infants and the therapist in music therapy. They define interplay as “the expanded 
capability of the therapeutic dyad to share meaningful or useful experiences” (p. 310). 
Shoemark and Grocke (2010) found seven markers of interplay, some of them based 
on Stern’s theory on moments of meeting as presented in 2.3.2: 
1. The infant is unsure and therapist draws the infant into the interplay.
2. The infant is available and the music therapist introduces singing as the 
    medium for interplay.
3. The dyad moves along comfortably.
4. The dyad shares a Moment of Meeting.
5. The therapist keeps the infant in the interplay.
6. The infant refuses or rejects the interplay and the therapist accommodates.
7. The infant cannot make use of the interplay and the therapist offers support 
    (p. 318).
From a transpersonal/humanistic standpoint
Grocke (1999) conducted a phenomenological study of pivotal moments in Guided 
Imagery and Music Therapy (GIM). A definition of pivotal moments was derived 
from three perspectives: the experiences of the clients, the experiences of the the-
rapist and the music that was underpinning the experience. Findings were related to 
Maslow’s peak experience and Assagioli’s theory on higher states of consciousness.
Grocke (1999) defines a pivotal moment as 
"an intense and memorable GIM experience which stands out as distinctive or 
unique. …The moment of the pivotal change occurs as something is transformed 
or resolved, so that there is a feeling of freedom, or a resolution of a struggle. The 
therapist’s intervention or presence may facilitate this process, but the therapist’s si-
lence, or non-intervention may be helpful to the client at the precise pivotal moment. 
15 With unity of senses, Stern (2000) refers to a common understanding of the primary qualities 
 of intensity, timing and form. The amodal character of these qualities allows the affect 
attunement to occur between a mother and her child on a cross-modal level. The term cross-
modality comes from Stern (2000, 2010) and Meltzoff (as cited in Beebe, Knoblauch, Rustin 
and Sorter, 2003) who discuss cross-modal correspondence: the child’s innate capacity to 
‘translate’ information from one modality into another sensory modality by means of an 
amodal or non-modality specific perception and representation. This capacity is considered 
as being essential to allow the child to sense the state of the other and to enter the domain of 
intersubjectivity.
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The music which underpins the pivotal moment may prolong the moment or provide 
momentum for it. …The essential component of the pivotal moment is that it is one 
of change. … It is a shift in the person’s perspective on their life which may include 
how they relate to themselves or others, and this may lead to a permanent change 
in the pattern of their life experience." (p. 220)
Amir’s (1996) study on meaningful moments in music therapy with multi-handicap-
ped children was also based on a humanistic and transpersonal theory. Amir considers 
meaningful moments as joyous, exceptional, powerful and beautiful moments in mu-
sic therapy. These happen spontaneously, are difficult to describe in words and can be 
experienced on multiple levels: an intra- and interpersonal level, a physical, cognitive, 
emotional and spiritual level. 
Further, Amir considers a list of different factors that allow meaningful moments 
to happen. The music itself, the therapist’s and client’s trust, and the therapist’s and 
client’s perception of the therapeutic relationship, are some examples out of this list. 
Another important aspect that Amir emphasizes is the experience of meaningful mo-
ments in time. “Even though the elements occurred in real time, they were experienced 
in an inner, different experience of time” (Amir, 1996, p. 118). 
From a psychodynamic standpoint
There are some similarities between De Backer’s (2008) definition of moments of syn-
chronicity and what Austin (1996) defines as musical moments. Both authors examine 
a sharing of inner experiences and the freedom to play or experiment autonomously 
in the musical improvisation. Both emphasize the relational aspect between therapist 
and patient. While Austin based her findings on music therapy processes with adults in 
general, De Backer specifically focused on adults with psychosis. From De Backer’s 
angle, moments of synchronicity have to be considered within the context of the (mu-
sical) process from sensorial play towards a musical form. Moments of synchronicity 
that can occur during this process, allow a musical form to appear. De Backer (2008) 
defines moments of synchronicity as 
"a term describing points in time in which there is a shared inner experience of the 
patient and the therapist, in which they both feel free and autonomous in their play 
during a musical improvisation. This shared experience appears unexpectedly and 
unintentionally, and is characterised phenomenologically by attunement between 
the musical parameters of the patient and the therapist." (p. 95) 
Austin (1996) states that musical moments 
"occur when the music resonates with the depths of one’s being and the client can 
experience a connection to his/her true self. Spontaneity is evoked and it is possi- 
ble for the client to be directly involved on a sensory and feeling level with another 
(the therapist), who is also fully present and available for relationship. The client’s 
need for mutuality is met in this encounter, and he/she has the experience of being 
companioned. This is a timeless moment when one feels free to experiment and 
transcend previous limited self-definitions. The whole being of the person, body, 
soul, mind and spirit is engaged. The feeling of unity and the sense of self-cohesion 
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that is experienced restores and revitalizes. The “musical moment” is a moment of 
healing, when change and growth can occur." (p. 31)
Austin describes how the music resonates within the client. It is music- and psy-
chotherapist Gindl (2002) who specifically focused on the theme of resonance in a 
doctoral research:  Anklang -  die Resonanz der Seele; Über ein Grundprinzip thera-
peutischer Beziehung16. She approaches resonance not as a particular phenomenon in 
therapy but as the base for any relationship and the central factor within the therapeutic 
relationship. Gindl (2002) describes emotional resonance as follows: 
 •  Emotional resonance is the "intermediate" between me and you.
 •  The experience of emotional resonance affects people in the inner essence of  
  their true self and unfolds their quality of making transformations.
 •  Emotional resonance is an experience of "internalization".
 • The perception of emotional resonance corresponds to the listening attitude 
   (inwards) and not to seeing, observing (from the outside).
 •  The experience of emotional resonance forms the basis of psychotherapeutic 
   effectiveness.
 •  Emotional resonance is not something one can just ‘do’.
 •  To provide a space for resonance to occur for the patient by means of the 
   therapeutic relationship, it requires an openness towards and readiness for 
   resonance from the therapist.
 •  The openness towards and readiness for resonance of the therapist involves the 
   courage and skill of the therapist to have been or to come into contact with   
  his own true self, his history, his own suffering and the inherent self-healing  
  forces, and his own ability to suffer and love. (my translation) (p. 203-204) 
Gindl differentiates nuances of the concept of resonance: for example the emotional 
resonance and the empathic resonance. She considers emotional resonance as a pre-
requisite for empathy. According to Gindl, empathy is closely linked to more cogniti-
ve aspects of emotional resonance, just as Stern situates the attunement as a precursor 
for therapeutic empathy (Stern, 2000). Similar to Schumacher (1994) who discusses a 
Kontakt erwartende Haltung17 from the music therapist as a prerequisite for interaction, 
Gindl indicates the Resonanzbereitschaft of the therapist as a prerequisite for moments 
of emotional resonance to occur: „eine aktive Haltung hinspürender Bezogenheit, 
eine Aufmerksam bezogene und liebevolle Wachheit, die mich selbst und den an-
deren Menschen in seiner Gesamtheit, also in der leiblichen, seelischen, geistigen und 
transpersonalen Dimension, umschlieβt“ (Gindl, 2002, p. 153). „Resonanzbereitschaft 
ist ein Zustand des Zulassens und der nicht agierenden Aktivität“ (Gindl, 2002, p. 155). 
Gindl also states that Resonanzbereitschaft can be inhibited by fear, by a controlling 
or intellectualising attitude, or by the narcissism or bias of the therapist.
16 Resonance - the resonance of the psyche; About a fundamental principle of the therapeutic 
      relationship. (my translation)
17  A contact-expecting attitude (my translation)
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Langenberg, Frommer and Tress (1993) describe the concept of the 
Resonanzkörperfunktion/resonator function as 
"the means by which the therapist apprehends the clinical significance of the cre-
ated music… The personal instrument of relating and understanding by which the 
therapist “resonates” to the latent content of the music, which allows it to become 
conscious and serve as an inspiration for clinical interventions." ( p. 61) 
From out of my own clinical experiences as a music therapist working with persons 
with dementia, I developed a working definition of moments of resonance (Coomans, 
2013). This led to a definition of resonance in music therapy as a phenomenon that 
describes those moments in time where the psychic spaces of patient and therapist meet 
each other. The experience of a moment of resonance embraces an understanding be-
tween therapist and patient on an affective, preverbal level where cognition, language 
and thinking are not directly involved but where the therapist becomes affected by and 
shares the emotions and feelings of the patient. These moments of resonance in music 
therapy may occur mostly during musical improvisation.
2.4 deMentia, Musical iMprovisation and essential 
MoMents of Meeting 
In this chapter I have explored the three key themes that form the core of this study: 
dementia, musical improvisation in music therapy, and moments of meeting. Some 
clear connections between the three themes on a theoretical and clinical ground beca-
me clear. When considering the person-centred approach towards dementia with 
regard to the psychodynamic frame of thought that guides music therapy practice, 
some authors acknowledge the theoretical overlap. As a pioneer of the person-centred 
(client-centred) approach, Rogers demonstrates that the person-centred theory has 
many roots in Freudian thinking (Rogers, 1946). Kitwood himself illustrates the link 
between both approaches: three of the interventions related to the Positive Person Work 
(PPW) are regarded as psychotherapeutic interventions (validation, holding and facili-
tation). Within the psychodynamic framework of the Leuven School the link between 
musical improvisation and moments of meeting can also be made since music, patient 
and therapist are considered as a triad within the therapeutic setting. The importance 
of an interpersonal relationship for persons with dementia is clearly indicated by the 
person-centred approach of Kitwood. He emphasizes the need for the encounter with 
the other to such a degree, that every respectful and genuine meeting can be considered 
as essential for persons with dementia. 
With this study, my aim is to explore the relation between all three themes, each of 
them considered from out of the theoretical and conceptual framework as it was presen-
ted in this chapter. The development of the research questions should be situated within 
the overlap of these three themes. The research questions are presented in chapter 4.
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20  All these reviews handle dementia in general, except from Nugent (2002) who focuses spe-
cifically on Alzheimer’s dementia. In my review I made no distinction between the different 
types of dementia or between the different degrees of severity.
chapter 3: literature review
3.1  introduction
Preliminary literature reviews have shown positive effects of the use of music or mu-
sic therapy in the treatment of persons with dementia. Examples of these reviews are 
Brotons (2000, partly based on Brotons, Koger & Pickett-Cooper, 1997) Brotons et al. 
(1997), Chatterton, Baker and Morgan (2010), Guetin et al. (2012), Koger, Chapin and 
Brotons (1999), Lou (2001), McDermott, Crellin, Ridder and Orrell (2013), Nugent 
(2002), Raglio, Bellelli et al. (2012), Ridder (2005), Sherratt, Thornton and Hatton 
(2004), Smeijsters (1997), Sung and Chang (2005), Ueda, Suzukamo, Sato and Izumi 
(2013) and Vasionytė and Madison (2013)20. One clear agreement between these 
authors is that there is need for further research, implementing more rigorous research 
designs and a variation of treatment protocols. 
The need for better designed studies is also highlighted in the Cochrane Reviews 
of Koger and Brotons (1999, 2000) and Vink, Bruinsma and Scholten (2003, 2011). 
Although the findings of Koger and Brotons suggest that music therapy may be bene-
ficial in treating or managing dementia symptoms, none of the seventy-nine studies 
included, were evaluated as appropriate for inclusion in a meta review. In the latest 
updated Cochrane review on music therapy and dementia (Vink et al. 2011), ten studies 
were included, but no substantial evidence to support nor discourage the use of music 
therapy in the care of older persons with dementia was reported.
3.2 search strategy
3.2.1 Database-, hanD- anD reference-search
To gain a better understanding of the effects of music therapy for persons with de-
mentia, and the way in which music therapy is applied and investigated, I conducted 
a systematic review for research publications from January 1990 until June 2015. 
This process included an extensive hand- and reference-search, and electronic sear-
ches on: Cochrane Database of Systematic Reviews, EBSCOhost Research Database, 
Google Scholar, PROQUEST, PsycINFO/APA PsycNET-American Psychological 
Association, RILM and Scopus. Following search terms were used: “Music therapy” + 
dementia and “music therapy” + Alzheimer. Only literature that was written in English, 
French, German or Dutch was included.
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21  When a study fitted within more than one category, this study is presented in all related parts, 
as shown in Table 3.2.
3.2.2 inclusion – exclusion criteria
• Only studies that were based on a music therapeutic intervention by a qualified 
music therapist were included. Studies that used music as an intervention, though 
not in a therapeutic context were excluded. This criterion implied the need for cla-
rification of the difference between music therapy and musical activities offered 
within the domain of dementia (Raglio & Gianelli, 2009). Wigram et al. (2002) 
list different ways in which music is used in music therapy with the elderly. They 
differentiate between interventions that are done by: 1. A music therapist, 2. The 
music therapist in combination with the team, 3. Staff members, maybe under 
supervision from a music therapist and 4. Staff members, within the context of 
music therapeutic care giving. With regard to this literature review, this first cri-
terion implies that studies focussing on interventions provided by a therapist (1) 
were included. When other staff members were responsible for the music inter-
vention, these studies were excluded (3-4). However, confusion arose when musi-
cal interventions were provided by a collaboration between a music therapist and 
members from a multi-disciplinary team (2). A more critical stance was needed 
here to apply this inclusion-criterion.
• Studies that were based on a music therapeutic intervention but solely using taped 
music, thus without live music, were excluded. 
• Studies that focused on the needs of the caregivers or families of persons with 
dementia and how music therapy can meet these needs, were excluded.
• Studies in which music therapy was only a small part of an overall intervention 
and not approached as a specific discipline, were not included. 
• Studies focussing on the neurological or neurophysiological base of dementia 
were excluded
 
3.3 results and review Method
The literature search resulted in fifty studies. All these studies were reviewed and 
analyzed in a systematic way. Data were gathered and displayed concerning author(s), 
date, source, title, music therapy intervention, study design, number of participants, 
outcome and study focus. An excerpt of this display (Table 3.1), shows how this was 
done by means of four examples. These four examples illustrate the variety in research 
designs and study focus. With regard to the latter column (focus), four different do-
mains were found. Reflections on the appearance of  these four domains are presented 
in the discussion part of this chapter (see 3.8). Nevertheless I already used them for a 
structured presentation of the literature review in four parts 21 (Table 3.2):
- Music therapy and BPSD
- Music therapy, dementia and physiological factors
- Music therapy, dementia and cognition
- Music therapy, dementia and social interaction/participation
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bpsD:
Ahonen-Eerikäinen et al. 2007
Ashida, 2000
Brotons & Pickett-Cooper, 
1996
Choi et al. 2009
Chu et al. 2013
Fitzgerald-Cloutier, 1993
Gold, 2014
Groene, 1993
Jennings & Vance, 2002
Kydd, 2001
Ledger & Baker, 2007
Lesta & Petocz, 2006
Lin et al., 2011
Lord & Garner, 1993
Raglio et al., 2008
Raglio, Bellelli et al., 2010
Raglio, Oasi et al., 2010
Raglio, Bellandi et al. 2012
Raglio et al. 2013
Ridder et al. 2009
Ridder et al. 2013
Solé et al. 2014
Suzuki et al., 2004
Suzuki et al., 2007
Svansdottir & Snaedal, 2006
Vink et al. 2013
physiological 
factors:
Chu et al. 2014
Kumar et al., 1999
Raglio, Oasi et al. 2010
Ridder, 2003
Ridder & Aldridge, 2005
Suzuki et al., 2004
Suzuki et al., 2007
Takahashi & Matsushita, 2006
cognition:
Brotons & Koger, 2000
Bruer et al. 2007
Chu et al. 2013
Clair et al., 1995
Hong & Choi, 2011
Lipe, 1995
Lord & Garner, 1993
Prickett & Moore, 1991
Suzuki et al., 2004
Suzuki et al., 2007
Takahashi & Matsushita, 2006
York, 1994
social 
interaction/
participation:
Brotons & Pickett-Cooper, 1994
Cevasco, 2010
Cevasco & Grant, 2006
Clair, 1996
Clair & Bernstein, 1990a
Clair & Bernstein, 1990b
Clair & Ebberts, 1997
Clair et al., 1995
Dassa & Amir, 2014
Groene, 2001
Groene et al., 1998
Hanson et al., 1996
Kydd, 2001
Lesta & Petocz, 2006
Lord & Garner, 1993
Pollack & Namazi, 1992
Raglio, Bellandi et al. 2012
Ridder, 2003
Ridder & Aldridge, 2005
Ridder et al., 2009
Solé et al. 2014
research on Music therapy & deMentia
       
Table 3.2: Literature review on music therapy and dementia, presented on four domains 
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research on Music therapy & deMentia
3.4 Music therapy and bpsd
In 26 studies the focus was laid on music therapy and BPSD. As explained in 2.1.1, 
BPSD contains two different categories: behavioural symptoms and psychological 
symptoms. From the 26 studies, 9 studies specifically focused on the behavioural 
symptoms, and 9 studies focused on the psychological symptoms. In 8 studies, both 
categories were explored. 
The category of behavioural problems includes agitation, screaming, wandering 
and aggressive behaviour. After studying the effects of music therapy on agitated 
behaviour of persons with dementia, Brotons and Pickett-Cooper (1996), Choi, Lee, 
Cheong and Lee (2009), Jennings and Vance (2002), Lin et al. (2011), Raglio, Bellelli 
et al. (2010), Ridder, Wigram and Ottesen (2009) and Suzuki et al. (2004) present a 
significant decrease of agitation by persons with dementia who received music thera-
py. Ridder, Stige, Qvale and Gold (2013) found a decrease in frequency of agitation, 
though not significant. When comparing the average agitation scores of music thera-
py with standard care, the scores on agitation disruptiveness for music therapy were 
significantly lower. A similar result was found for the prescription of psychothrophic 
medication. Findings of a case report of Raglio, Bellandi et al. (2012) also show a no-
ticeable decrease in behavioural disturbances, consistent with the music therapy pro-
cess. Vink et al. (2013) showed a short-term decrease in agitation after music therapy 
intervention, but music therapy did not resulted in an additional beneficial effect over 
other recreational activities. Groene (1993) and Fitzgerald-Cloutier (1993) focus on a 
specific aspect of agitated behaviour: wandering. Both studies show how music therapy 
sessions redirected patients from wandering longer than reading sessions. 
Only few studies consider long-term effects of music therapy and agitation or be-
havioural problems. Ledger and Baker (2007) and Svansdottir and Snaedal (2006) 
found immediate effects of music therapy on agitation, but results for long-term ef-
fects were not significant. Lin et al. (2011) on the contrary, reported a long-term re-
duction in several aspects of agitated behaviour, one month after the end of the music 
therapy intervention. Suzuki, Kanamori, Nagasawa, Tokiko and Takayuki (2007) and 
Svansdottir and Snaedal (2006) studied overall behaviour changes with persons with 
dementia after a music therapy intervention. While Suzuki et al. found significant im-
provement in overall behaviour, Svansdottir and Snaedal could only report significant 
changes on activity disturbances, aggressiveness and anxiety, not on other symptoms. 
In both studies, significant changes were not preserved at evaluation after four we-
eks. Raglio et al. (2013) compared active music therapy intervention with music li-
stening and found a larger effect on BPSD for music therapy than for music listening, 
though not significant. Specifically with regard to agitation, both interventions led to 
an improvement.
The category of psychological symptoms of dementia completes the cluster of 
BPSD. Studies of Ashida (2000), Chu et al. (2014) and Raglio, Bellandi et al. (2012) 
report that music therapy interventions might reduce depressive symptoms of persons 
with dementia. Raglio, Oasi et al. (2010) could even show a significant decrease of 
depression, due to music therapy intervention. Lord and Garner (1993) and Lesta and 
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Petocz (2006) show a marked improvement in mood and wellbeing, the latter speci-
fically focussing on the sundowning-phenomenon22. Kydd (2001) describes the way 
in which music therapy can improve dementia-patient’s adjustment to long-term care 
by means of a case study. Choi et al. (2009), Raglio et al. (2008) and Raglio, Bellelli 
et al. (2010) report on significant improvements on BPSD in general, the latter spe-
cifically pointing out apathy as a symptom that decreases significantly due to music 
therapy intervention. The significant results of Raglio et al. (2008) even persisted after 
one month. Svansdottir and Snaedal (2006) also found significant results focussing on 
anxiety of persons with dementia. However, according to their findings on agitation 
and to Raglio et al. (2008), these positive effects did not persist after four weeks. Gold 
(2014) studied the impact of music therapy on both behavioural and psychological 
symptoms of persons with dementia by means of case notes. From the nine cases that 
she studied, eight demonstrated a positive effect of music therapy. Finally, a range of 
studies that focus on the psychological symptoms of dementia, use the variable ‘quality 
of life’. The studies by Ahonen-Eerikäinen, Rippin, Sibille, Koch, and Dalby (2007), 
Raglio et al. (2013) and Ridder et al. (2009, 2013) can act as examples here and descri-
be a positive influence of music therapy with persons with dementia on their quality 
of life. Solé, Mercadal-Brotons, Galati, and De Castro (2014) also focused on quality 
of life, though could only report significant results on a subscale for emotional well-
being, not on the overall scores for quality of life.
3.5 Music therapy, deMentia and physiological 
factors
Eight studies focused on music therapy, dementia and physiological factors. Some of 
these studies combined a focus on BPSD with related physiological factors. Mostly, 
symptoms of stress, agitation and depression were linked to specific physiological 
substance-concentrations or values. An example is the study of Ridder (2003). She 
implemented data from heart rate levels in her study ‘Singing Dialogue’. In five out of 
six cases studies, there was a statistically significant decrease in heart rate levels after 
music therapy. Ridder points out that these results should be considered carefully, but 
points towards the relevance for further research in how music therapy may influence 
physiological factors. In an article published in 2005, Ridder and Aldridge highlight 
one of the six case studies. A pilot study of Raglio, Oasi et al. (2010) shows how heart 
rate variability positively changed after the music therapy intervention, compared to a 
control group. Kumar et al. (1999) focus specifically on changes of the release of neuro-
transmitters and neuro-hormones following music therapy intervention. They conclude 
that the increase of melatonin-levels contribute to the patient’s relaxed and calm mood. 
Suzuki et al. (2004, 2007) investigated the impact of music therapy on stress. Suzuki 
et al. reported in 2004 that measuring saliva chromogranin A could provide informa-
tion on stress levels. Positive effects of music therapy on stress were found by Suzuki 
et al. (2007) after measuring a decrease of saliva chromogranin A. After four weeks 
22  Sundowning is a term that indicates the increase of BPSD when the sun is setting in the 
evening.
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however, the decrease in value had disappeared. The immunological status of persons 
with dementia (measured by inmmunoglobulin A-concentrations) did not change sig-
nificantly in their study. Chu et al. (2014) and Takahashi and Matsushita (2006) did not 
found significant differences on cortisol levels after music therapy intervention, though 
Takahashi and Matsushita reported a significant decrease of systolic blood pressure 
for a  group that followed music therapy compared to a group that received standard 
care. The music therapy-group’s physical and mental states were also better maintai-
ned over a longer period (one-two years) than these of the non-music therapy group. 
3.6 Music therapy and cognitive iMpairMent 
in deMentia
With regard to the domain of music therapy, dementia and cognition, I found 13 stu-
dies. Hong and Choi (2011) found a significant rise of the MMSE-score on the subdo-
mains of language, memory and orientation after music therapy intervention. Scores on 
other domains also improved, though not significantly. Bruer, Spitznagel and Cloninger 
(2007), and Suzuki et al. (2004), reported a significant improvement in cognitive 
functioning after the intervention, but no long-term cognitive improvement. A sta-
tistically significant rise of the MMSE-scores was also found by Chu et al. (2013) at 
the sixth music therapy session, the twelfth and one month after the sessions ended. 
Takahashi and Matsushita (2006) specifically focused on the long-term effects of mu-
sic therapy. Two years after intervention, the scores on cognitive functioning were 
maintained for the experimental group, and declined for the control group. However, 
there was no significant difference between both groups. In the study of Suzuki et al. 
(2007) there is no significant improvement of the MMSE-score immediately after 
music therapy intervention. Though, one month after the intervention, there is a sig-
nificant increase of the score. Since the time-gap of four weeks, they suggest that this 
improvement is not (solely) related to music therapy intervention. The study on auto-
biographical memory from Lord and Garner (1993) can be considered as successful 
since scores on these tests are all significantly higher after music therapy treatment. 
Brotons and Koger (2000), specifically studied language functioning by persons with 
dementia. Significant results were found as speech content and fluency improved after 
music therapy intervention. Prickett and Moore’s study (1991) is situated on the same 
domain of language functioning: their study reports a tendency towards a better recall 
of words from familiar songs, compared to words coming from other material. Lipe 
(1995) emphasizes the strong relationships between cognitive functioning and music 
task performance. York (1994) who developed the ‘Residual Music Skills Test’ to 
test musical behaviours of persons with Alzheimer Disease also found this. She con-
cluded that her test could be used to measure unique cognitive functions as compared 
to the Mini-Mental-State-Examination. Her study from 1996 however, does not show 
significant effects on naming and verbal fluency parameters. Finally, Clair, Bernstein 
and Johnson (1995) specifically focused on rhythm playing characteristics of persons 
diagnosed with dementia and observed an increase of ability to imitate rhythm patterns. 
They discuss how these types of studies can offer important contributions to the asses-
sment and treatment of cognitive functioning of persons with dementia. 
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3.7 Music therapy, deMentia and social interaction/
participation 
I found 21 studies that focused on music therapy, dementia and social interaction and/
or participation. Eleven of these studies implied group music interventions. These are 
presented first. 
Brotons and Pickett-Cooper (1994), Cevasco and Grant (2006), Clair and Ebberts 
(1997), Hanson, Gfeller, Woodworth, Swanson and Garand (1996) and Solé et al. 
(2014) offered different musical interventions during group sessions. These mostly im-
plied singing, moving and playing on instruments. Findings considering participation 
of the persons with dementia on these different interventions are inconsistent: Hanson 
et al. (1996) got more response during movement activities and more passivity during 
singing activities. Cevasco and Grant (2006) on the other hand, found most participa-
tion during a capella singing and rhythm activity. A greater participation for rhythm 
playing among other musical activities, is also confirmed by Clair and Ebberts (1997). 
Brotons and Pickett-Cooper (1994) reported how participation in composing/improvi-
sation is significantly lower than with playing instruments, dancing or playing games, 
a tendency that was also reported by Solé et al. (2014). This latter study however, had 
to conclude that scores on interpersonal relations significantly worsened throughout 
the music therapy process. The suggestion was formulated that this could be linked to 
the progression of the dementia. Clair and Bernstein (1990a) and Clair et al. (1995) 
showed a positive effect on music participation. Though, in the latter study, participa-
tion depended significantly on the presence of a guiding structure that was offered by 
the therapist. The way in which the therapist was engaged in the music therapy session, 
also had an effect on the patient’s participation as shown in Cevasco’s (2010) study. 
The patient’s participation depended significantly on the therapist’s proximity and 
nonverbal behaviour. Significant changes in social behaviour due to group sing-along-
sessions are found in Groene (2001) and Lesta and Petocz (2006). Groene’s results 
did not show significant differences in participation when different styles of accom-
paniment were offered during sing-along-sessions. Focussing on alert responses, Lord 
and Garner (1993) found a better alertness by persons with dementia that participated 
in a play-along group than those who did puzzle-exercises or took part in a standard 
activity. Dassa and Amir (2014) reported how group-song-singing could encourage 
conversation among persons with dementia. They emphasized the importance of se-
lecting songs that were related to the social and national identity of the participants.
From out of the ten studies on individual music therapy sessions, two studies show 
how music provides skills for enhancing participation in group situations: Kydd (2001) 
and Pollack and Namazi (1992). Pollack and Namazi also emphasized the fact that 
individualized music activity may facilitate interaction with persons with dementia 
(DAT) during music. Three studies compared different interventions within indivi-
dual sessions with persons with dementia. Clair (1996) found no significant differen-
ces between singing and reading sessions, but both interventions evoked more alert 
responses from participants than silence sessions did. Clair and Bernstein (1990b) 
described how vibrotactile responses in instrumental playing are of longer duration 
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than the nonvibrotactile responses. They also found longer durations for drum playing 
than for singing responses. Groene, Zapchenk, Marble and Kantar (1998) concluded 
that moving to music evokes more reaction by the subjects with dementia than sing-a-
long does. A case report of Raglio, Bellandi et al. (2012) showed a gradual increase 
of communicative behaviour towards the music therapist during a process of 50 in-
dividual music therapy sessions with a woman with FTD. Finally, McDermott et al. 
(2014), Ridder (2003), Ridder and Aldridge (2005) and Ridder et al. (2009) not only 
focused on the occurrence of interaction with persons but dementia, but also studied 
the quality and possible meaning of the interactions for the persons with dementia 
themselves. Ridder et al. (2009) point at the need for social engagement, but also the 
need for withdrawal and disengagement, referring to the disengagement theory by 
Cumming and Henry (1961).
The studies of Ridder (2003), Ridder and Aldridge (2005) and Ridder et al. (2009) 
illustrate how singing familiar songs in individual music therapy can promote reci-
procal communication and changes in intersubjectivity between the music therapist 
and persons with dementia. They show how music therapy can meet psychosocial 
needs of the person with dementia, which suggests an improvement of the secondary 
symptoms related to the dementia. 
3.8 synthesis and discussion
3.8.1 research on music therapy anD Dementia: 
four main Domains of inquiry
Overall, a reasonable amount of the studies from this literature review show positive 
effects, some of them with significant results, others with positive trends or tenden-
cies. In my analysis of the literature I chose to divide the literature in four domains to 
illustrate the focus of inquiry and outcomes. Three domains showed an effect of mu-
sic therapy as an intervention to diminish behavioural and psychological symptoms 
(BPSD), to improve cognitive impairments, and enhance social behaviour. These three 
domains implied three general features in dementia, and covered already a great amount 
of the included studies. A smaller group of studies explored the effect of music therapy 
on persons with dementia from a physiological angle. I added this domain as a fourth 
group. The division between the four domains was sometimes arbitrary: for example, 
studies on the social needs were categorised within a separate domain. Though, when 
a study concluded for example that music therapy met these social needs, it could also 
report a decrease of psychological symptoms (domain of BPSD) that can be related to 
effects on the social domain. For some studies, it was clear that the outcome measure 
and focus of music therapy was not the same. As an example Ridder et al. (2013) stated: 
"Even if this study was measuring agitation, music therapy was not focused on 
decreasing agitation. Music therapy and agitation were assumed to be linked in a 
way that a decrease in agitation can be explained as a measurable 'side effect' of 
having psychosocial needs met" (p. 670). 
The four domains that appeared in this literature review as main domain of inquiry, are 
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showing great similarities with these that appeared in preliminary literature reviews. 
(eg. Chatterton et al., 2010; Mc Dermott et al., 2013 ; Vasionytè & Madison, 2013).
3.8.2 tenDencies within the four research-Domains
Considering the four domains of inquiry, the literature review shows that the majority 
of studies on music therapy and dementia include outcome measures on BPSD. This 
can be linked to the fact that music therapists that are working with persons with de-
mentia in a nursing home or on a psychiatric ward, often get persons referred to music 
therapy, that show disruptive behaviour or a significant degree of emotional suffering. 
Reason for the referrals is two-fold: on the one hand, the multidisciplinary team wants 
to meet the needs of the patient, who is showing feelings of discomfort; on the other 
hand these types of behaviours cause an increased burden on caregivers. The pressu-
re on nurses and carers in facilities for persons with dementia, but also on those who 
take care of sick family members at home, is often very high. In Belgium, vacancies 
for these types of jobs hardly get filled which results in an even higher work pressu-
re. This can also explain why there is such a high numer of studies that focus on the 
needs of the caregivers or families of persons with dementia and how music therapy 
can meet these needs. I did not include these studies in the literature review, but want 
to mention the study of Clair and Ebberts (1997) as an example. Although results of 
this study did not show significant effects on the caregiver’s measures of depression, 
burden, and self-reported health, a significant increase of satisfaction with visits that 
were connected to music therapy as compared to regular visits is reported. 
Out of the eight studies that were included with regard to the domain of physiologi-
cal factors, only one study was analyzed as focussing solely on this domain: Kumar et 
al. (1999). All other studies implied other domains of inquiry along with the physiolo-
gical domain. Ridder’s (2003) study acts as an example: she used the data from heart 
rate levels as a triangulation method. Even with regard to Kumar et al.’s study, it can 
be discussed if this study does not imply a focus on BPSD since it relates findings on 
melatonin-levels to the patient’s mood. In relation to the physiological domain, one of 
the exclusion criteria for this literature review needs to be dicussed. Within the scope 
of this study I made the choice not to focus on the topic of neurology, music therapy 
and dementia. Neurologists and neuropsychologists focus their studies on music the-
rapy and dementia mostly on the localisation of music in the brain, the way music is 
processed in the brain, memory and the impact of music on emotions (e.g. Kerer et al., 
2009). From a music therapy perspective, Wosch (2011) promotes the dialogue be- 
tween the domain of neurology and music therapy. He argues that an understanding of 
the neurological or neurophysiologic base of dementia allows music therapists to focus 
on the resources of the person with dementia. Although I excluded these kind of studies, 
I want to acknowledge the importance of a dialogue between these different disciplines.
Another domain that is affected by dementia, and thus serves as a focus for diver-
se studies, is the cognitive functioning of persons with dementia. All of the included 
studies on this domain, employed a quantitative study design. However, the literature 
review showed that many studies used diagnostic screening tools for the purpose of 
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outcome measures (see 3.6). Measurements (mostly the MMSE) that were initially used 
to diagnose dementia, were applied to test the effect of music therapy on the cognitive 
functioning of persons with dementia. Although some studies obtained good results, 
the suggestion was formulated several times that new scoring methods and tools should 
be developed with regard to future research. 
In my clinical work, I have experienced persons with a low MMSE-score showing 
a surprisingly adequate level of functioning in music therapy. Discrepancies be- 
tween their results on cognitive tests and the way they function in music therapy can 
be related to a clinical approach of focussing more on resources then on problems in 
music therapy. In literature, this approach is supported by Spector and Orrell (2010). 
They describe the discrepancy between actual functioning and potential functioning 
of persons with dementia with the term excess disability. While the actual functioning 
indicates how a person with dementia currently functions, the potential functioning 
refers to the level at which persons with dementia could potentially be situated with 
optimal support. The biopsychosocial model of dementia that Spector and Orrell de-
veloped, aims to reduce the excess disability and improve quality of life of persons 
with dementia.
Some issues concerning the domain of music therapy, dementia and social inter- 
action/participation also need to be discussed. That persons with dementia are vulne-
rable to become socially isolated, was illustrated in 2.1.2. Isolation of persons with 
dementia can be seen as a result from BPSD or can be considered within the aware-
ness-context of the person with dementia. When considering valuable moments for 
persons with dementia, Kitwood (1997a, 1997b; see 2.1.2) states that these can only 
occur in relation to others. His statement that “no one can flourish in isolation” was 
brought up as a central theme. Almost all studies that were found on the domain of 
social interaction/participation, focus on the fact that persons with dementia become 
increasingly isolated as the process of dementia progresses (see 3.7). They examined 
how music therapeutic interventions can enhance participation of persons with de-
mentia in group activities, or how music can evoke responses and positive group be-
haviour. A majority of studies with focus on social interaction, implies group music 
therapy interventions. Many of the studies on social interaction/participation refer to 
Kitwood’s approach. However, the focus of a number of these studies is limited to 
the frequency and form in which these responses occur. Little attention is paid to the 
possible meaning of the response or interaction. Four studies do focus on this matter: 
McDermott et al. (2014), Ridder (2003), Ridder & Aldridge (2005) and Ridder et al. 
(2009). In all four studies, the music therapy intervention implied a one-on-one inter-
action. In the latter study the issue of interpreting ‘isolation’ is discussed within a case 
study where a lady with dementia scored significantly lower on quality-of-life measu-
rements. It was clear from a clinical perspective that the lady gained positive effects 
from the individual music therapy intervention. The music therapy intervention made 
clear how this person expressed a need for rest and disengagement. The fact that the 
multi-disciplinary team realized this, and adapted to the lady’s expressed needs, un-
doubtedly improved her quality of life. Ridder et al. brought up the ambiguous way 
in which the concept ‘quality of life’ can be interpreted by referring to Cumming and 
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Henry (1961). Although this theory is not scientifically supported and not specifical-
ly focusing on dementia, it allows us to approach ‘isolation’ in dementia from a dif-
ferent angle. In some way this philosophical stance connects with Kitwood (1997a) 
when he emphasizes the importance of ‘being’ instead of ‘doing’ within a genuine and 
respectful interaction with people with dementia. This idea can broaden the concept of 
participation from being ‘active’ during an activity, to ‘being’ actively present within 
a relationship. The orienting framework of my study strongly connects with this idea. 
For me as a researcher and clinician, this implies that not the occurrence of interaction 
but the quality of these interactions within music therapy can provide us from valuable 
information and is therefore worth being studied.
3.8.3 therapeutic interventions in research on music 
therapy anD Dementia
I limited this literature review to studies that implied an active use of live music as inter-
vention. The review showed that music is used in many different ways: improvisation, 
play-alongs, (rhythm) exercises, movement/dancing, composition, song-writing, and 
song-singing. With regard to the song-singing, it is striking that in all the studies that 
were presented in the domain of social interaction/participation, singing as an interven-
tion was implemented. Only two studies formed an exception: Lord and Garner (1993) 
and Clair et al. (1995). In relation to the development of a therapeutic relationship, 
Ridder (2003), Ridder and Aldridge (2005) and Ridder et al. (2009) specifically focus 
on the singing of familiar songs in individual music therapy. Thusfar, musical impro-
visation using instruments was less examined within this context. 
Regarding the difference between individual or group interventions, it was mostly 
on the domain of social interaction and participation that a certain tendency could be 
noticed. Studies on group-music therapy interventions mostly examined the amount 
of interactions with persons with dementia. These studies that explored the quality of 
interaction, were mostly studies that implied an individual music therapy intervention.
Additionally, studies called for future research that investigates the different modes 
for using music, or for a clear specification of the music therapy intervention. Some of 
them considered this as possible valuable outcomes of future research. Others argued 
the lack of specific intervention protocols for generalization and for an amplification 
of the sample size. Suggestions to compare music therapy as an intervention with other 
no-music conditions were also formulated. 
3.8.4 research methoDologies anD methoDs
The need for more research was expressed by most of the studies that were included 
in this literature review. Suggestions for future research were formulated with regard 
to different topics concerning method and methodology. In this section, three topics 
are discussed: participants/sample, design/method and the long-term versus short-term 
effects. 
Many studies evaluated their sample size as being too small. The demand for a 
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larger sample was often combined with suggestions for a differentiation with regard to 
the participants. Differentiation was suggested on different domains: level of functio-
ning/deterioration, type of dementia, level of music training of the participants, or the 
clinical setting that participants were living in. Some studies suggested comparisons 
between persons with dementia and healthy persons, or between different age groups.
An overall demand for more rigorous study designs was also formulated by seve-
ral studies. Often this implied the lack of a control group or a lack of data, sometimes 
with regard to this control group. Studies that not randomized their participants, often 
considered this as a limitation of their study. Refinement and development of scoring 
methods and protocols were also indicated as suggestions for future research. Especially 
with regard to the domain of music therapy, dementia and cognitive functioning, some 
thoughts about this were already discussed (see 3.8.2). Another issue with regard to the 
study methods is the use of data, obtained from care-givers, family-members or other 
independent observers. Especially for studies that include persons with severe demen-
tia, this seems to be the only way to gather data of subjects that are not able to reflect 
verbally on the interventions, fill out questionnaires or participate in interviews them-
selves, due to their loss of speech and understanding of verbal language. Subsequently, 
it is difficult to implement the personal experiences of persons with severe dementia 
in the findings. The position of the therapist needs to be highlighted in this context. 
When one really wants to explore music therapy with persons with severe dementia, 
the therapist has to act as a representant. In music therapy, the therapist can act as a 
resonating instrument for the experiences and emotions of the person with dementia, 
especially within a one-to-one interaction. Studying these experiences and interactions 
is only possible when the therapist’s interpretation and thus subjective opinion can act 
as primary data source. This pleads for the use of case studies, where an in-depth stu-
dy of the therapeutic process can occur and the therapist and researcher are one and 
the same person. Ridder et al. (2009) suggest the use of  video-recordings with regard 
to the qualitative part of their study on music therapy and dementia. The method that 
she describes to analyse these recordings shows many similarities with the one that I 
chose for the study that is presented in this dissertation (see chapter 5).  
Several studies from the literature review ask for a specification of ‘what actually 
happens in music therapy’. From out of the present study, this question can be suppor-
ted. It can be discussed in relation to another demand: the demand for more RCT’s that 
show the effectiveness of music therapy. I suggest to consider both demands hand in 
hand, though with respect for a certain time sequence: before studying the effectiveness 
of a music therapy intervention for persons with severe dementia, it is necessary to 
describe very clearly what the intervention means, and what actually happens in music 
therapy with these persons. From my point of view as a researcher and my theoretical 
and clinical background, I acknowledge the need for a clear conceptualization of the 
essence of music therapy with regard to persons with severe dementia. In a following 
stage this conceptualization can act then as a framework or protocol for carrying out 
further research, implying RCT’s.
Additionally, a limitation that was often formulated, is that there are only few stu-
dies that examine the long-term effects of music therapy treatment for persons with 
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dementia. Studies that described both short-term and long-term effects, often concluded 
that music therapy intervention can lead to significant results when these are measured 
immediately after the intervention. Though, results does not persist for the long-term 
(e.g. Svansdottir & Snaedal, 2006). This conclusion from the literature review leads 
to an interesting consideration in reference to the rationale for this study: the need for 
a revaluation of the short-term effects of therapeutic interventions for persons with 
severe dementia. Although the need for long-term solutions for problems related to 
dementia is perfectly understandable with regard to caregiver burden and economic 
reasons, question can be raised if these are always realistic. Taking into account the 
degenerative character of the dementia-syndrome, highlights the importance of the 
here-and-now-situation for persons with dementia. Within this here-and-now situa-
tion, every moment ‘counts’ and needs to be considered as meaningful with regard to 
the well-being of people with dementia. This idea was shared by music therapists that 
were involved as participants in the study of McDermott et al. (2014). Encouraging 
researchers to study long-term effects of music therapy for persons with dementia is 
important: preserving and maintaining resources that are still present and improving 
overall quality of life for both patients as their caregivers, should get enough attention 
on the research agenda. Though, this should in any case occur along with a valuation 
of the short-time results. This issue is partly responsible for a change of the research 
question during the first stage of this study. Instead of focussing on ‘the development 
of a therapeutic relationship’, ‘the occurrence of essential moments of meeting’ beca-
me focus of the study. This will be discussed in chapter 4.
3.9 rationale for the present study
This literature review shows that music therapy can act as a meaningful intervention 
for people with dementia. Some studies show significant results, other report a tenden-
cy towards positive effects. The research focus of the included studies varied between 
four different research domains: BPSD, physiolocial factors, cognitive impairment 
and social interaction/participation. More than half of the included studies focused on 
the effect of music therapy on BPSD. Studies on music therapy and the reduction of 
agitiation of persons with dementia, form a majority within this group of studies and 
show overall positive results. A link between agitation and the impact of this behaviour 
on care givers was already mentioned in 3.8.2. The domain of social interaction and 
participation consists about one third of the selected studies. This domain is related 
to two of the core themes of this study: dementia and essential moments of meeting. 
The majority of studies on this domain investigated if the use of music could en-
hance a person with dementia’s level of participation. However, there were only few 
studies that explored the quality of interactions with people with severe dementia. This 
gap in the literature resonates with the demand for more research on what actually hap-
pens in music therapy with persons with dementia. This demand was often formulated 
as suggestion for further research. Additionally, only few studies investigated the spe-
cific use of musical improvisation within this context. 
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My aim with this study is to explore very detailed how essential moments of meeting 
occur in individual music therapy with persons with severe dementia, and why these 
moments should be considered as being essential for the person with severe demen-
tia. In order to do this, I find it important to maintain my relation to clinical practice. 
In the discussion part (see 3.8.4), I discussed why I considered case studies as a rele-
vant option within this context. I will apply a qualitative, multiple case study design, 
where I, as the therapist and the researcher act as the same person and where clinical 
notes of the therapist and video-recordings of the sessions form the primary data. In 
the following two chapters, I have described the methodology and method in detail.
A focus on essential moments of meeting, implies that the present study will not 
explore the therapeutic process and long-term effects. One of the things that I lear-
ned from the literature review was that there were only few studies investigating the 
long-term effects. These studies mainly considered this as a limitation of their design 
and tended to underestimate the value of the short-terms effect. The person-centred 
approach towards dementia strongly defends the value of every moment of meeting 
between a person with dementia and another person, no matter what the duration of 
these moments is. This resonates with the rationale for studying the quality instead of 
the quantity of the interactions, and the exploration of the phenomena instead of mea-
suring how often a specific phenomenon occurs. From this optic, I will approach this 
study as a basis, since the exploration and conceptualization of specific phenomena 
can act as ‘groundwork’ for further research. 
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chapter 4: Methodology
In  the first section of this chapter, I formulate the aims of the study and the research 
questions. Subsequently, the theoretical foundations of the methodology are presented 
through four levels: paradigm, methodology, type of research and design (Fig. 4.1). 
The approach that I considered as being the most appropriate for this study is descri-
bed for each level. I also discuss the context for the study and the basic principles for 
data collection and analysis and present some considerations on trustworthiness and 
ethics. The pragmatic implementation of the method for this study is described in more 
detail in chapter 5. The key theoretical frameworks that I used to develop this study 
were those by Creswell (2007), Creswell and Clark (2011), Denzin and Lincoln (2011), 
Miles and Hubermann (1994), and Robson (2002). 
4.1 aiMs of the study and process towards 
research questions
In this study my aim is to explore phenomena that occur within the therapist-client re-
lationship in music therapy with people with severe dementia. My initial formulation 
of the research questions was influenced by the theoretical framework with a focus on 
following elements:
- the phenomena that occur within musical improvisations in a clinical context,
- the impact of these phenomena on the development of the therapeutic relationship,
- the relation between musical improvisation and the development of a therapeutic 
  relationship with people with severe dementia.
I formulated the initial key research question as follows: What is the value of musical 
improvisation for the development of a therapeutic relationship in music therapy with 
people suffering from severe dementia?
 • constructivism
• qualitative 
  research
• interpretative
  phenomenology
• multiple case
  study
aims of the
study method
(chapter5)
paradigm research type
designmethodology
Figure 4.1 Presentation of the research methodology through four levels
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Since this study utilizes a qualitative research method with an ‘emergent/flexible 
research design’ (Miles & Huberman, 1994; Robson, 2002), the design as it is propo-
sed in this chapter was not fixed from the beginning of the research process (Wheeler, 
2005). Adjustments and reviews of the research focus, were deemed acceptable to 
modify the design until I reached the final conclusion on the appropriate study design. 
Although this is described in detail in the following sections of this chapter, I introdu-
ce this here already, since it had some major implications for the research question of 
this study.
The initial research question was very broad and I found it necessary to modify 
and refine the concepts for the research question for this study. The literature review, 
analysis of the first case study and peergroup feedback guided me in this process 
and led to following changes: ‘the development of a therapeutic relationship’ in the 
research question became ‘the occurrence of essential moments of meeting’ and ‘pe-
ople suffering from severe dementia’ was indicated as ‘persons23 with severe demen-
tia’. I made another modification from ‘value’ to ‘contribution’ in order to clarify that 
this is not a study investigating the effects of music therapy. These alterations led to 
a final research question.
4.2 research questions
The main research question for the study is:
How does musical improvisation contribute to the occurrence of essential moments 
of meeting in music therapy with persons with severe dementia?
Sub-questions were formulated to develop further insights with regard to the main 
question:
- How can essential moments of meeting within a music therapy context with 
		persons	with	severe	dementia	be	defined?
-	What	defines	the	characteristics	of	musical	improvisation	in	a	music	therapy	
  context that contribute to these essential moments of meeting with persons in 
  a severe stage of dementia?
- What therapeutic interventions contribute to the occurrence of essential moments 
  of meeting in music therapy with persons with severe dementia?
4.3 paraDigm, methoDology, research type anD Design 
The type of research questions guided the study in the direction of a constructivist pa-
radigm and a qualitative research methodology. A phenomenological approach also 
seemed to fit the purpose of the study or the context in which the study is situated. 
Though, within the phenomenological tradition, different philosophical schools im-
plied different research strategies.
Below, the constructivist paradigm, and the qualitative research method are 
23  Throughout the entire dissertation, people with dementia will be referred as persons with 
dementia, with regard to Kitwood’s person centred approach. The term patients is also avoi-
ded. 
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described. Phenomenology, both as a philosophy and as a type of research design is 
discussed with the emphasis on the interpretative phenomenology as the guiding phi-
losophy and chosen research type for the presented study. Finally, multiple case study 
research is introduced as the study-design.
4.3.1 constructivism
The constructivist paradigm is based on the theoretical and ontological idea that rea-
lity is socially constructed and cannot be described in an objective manner. Nature of 
reality should be considered in a context of relativism or multiple realities. The central 
theme is the understanding of the world, of people and phenomena. Constructivism 
can be considered as opposite to the (post)positivist paradigm that states that reality 
can be presented in a relative neutral way and exists independent from human beings. 
The construction of knowledge can only be gathered by means of an active, dialectic 
interplay between the researcher and the respondents or those who experience the 
phenomenon or topic that is under study (Creswell, 2007; Creswell & Clark, 2011; 
Denzin & Lincoln, 2011). Denzin and Lincoln (2011) also indicate the hermeneutic 
characteristics of constructivist methodology. 
Creswell and Clark (2011) emphasize the closeness between the researcher and 
the study topic which Guba and Lincoln (1994) described with the term "passionate 
participant" (p. 112). During the entire research process, the researcher’s subjectivity 
and interpretations act as an important data source or tool for data analysis. Data and 
findings that are derived from the researcher’s subjectivity are actively documented 
during the research process. The use of the first-person pronoun ‘I’, when the researcher 
wants to refer to him/herself, is a clear illustration of a more informal style related to 
Guba and Lincoln’s concept of passionate participant (Creswell, 2007). In constructi-
vism, the research methodology can be considered as inductive: “research is shaped 
“from the bottom up” – from individual perspectives to broad patterns and, ultimately 
to broad understandings” (Creswell & Clark, 2011, p. 40). 
While constructivism is mostly used in an undifferentiated sense as a generic term, 
several sub-varieties of constructivism can be distinguished. Young and Collin (2004) 
discuss radical constructivism, moderate constructivism, social constructivism and 
social constructionism. While the first approach interprets the construction of know-
ledge as a purely individual process (Glasersfeld, 1993), social constructionism can 
be considered as opposite. This latter group states that knowledge and meaning can 
only be constructed by means of an interactional process, within a social, historical 
and cultural context (Gergen, 2001). In between these stances, moderate constructi-
vists (Kelly, 1955; Piaget, 1969) and social constructivists (Bruner, 1990; Vygotsky, 
1978) can be situated. They approach knowledge as individual constructions, though 
always in relation to the external world. It is also in this context that the present study 
needs to be situated. In 4.3.3, the interpretative phenomenology is discussed as cho-
sen research type. One of the characteristics, namely the use of an interpretative team 
for the collective generation of meanings,  resonates with the main ideas of moderate 
and social constructivism. 
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4.3.2 qualitative research 
In the literature, there is a consensus that qualitative research is imbedded within the 
constructivist paradigm while quantitative research is associated with the (post)positi-
vist tradition (Creswell & Clark, 2011; Mertens, 2005; Robson, 2002). In the doctoral 
programme in music therapy at Aalborg University, the students are trained in research 
methodology that is directed towards both process and outcome research (http://www.
mt-phd.aau.dk). The choice for a qualitative research methodology instead of a quan-
titative or mixed-methods methodology, was guided by the research question of this 
study. Denzin and Lincoln (2011) define qualitative research as follows:
“Qualitative research is a situated activity that locates the observer in the world. 
Qualitative research consists of a set of interpretative, material practices that make 
the world visible. These practices transform the world. They turn the world into a 
series of representations, including fieldnotes, interviews, conversations, photo-
graphs, recordings, and memos to the self. At this level, qualitative research invol-
ves an interpretative, naturalistic approach to the world. This means that qualitati-
ve researchers study things in their natural settings, attempting to make sense of or 
interpret, phenomena in terms of the meanings people bring to them.” (p. 3)
This definition resonates with the nine characteristics of qualitative research that 
Creswell (2007) list. It also shows overlaps with the key components proposed by 
other authors on qualitative research. In the following, I list the nine characteristics, 
and hereafter relate each of them to the context of this study (see Chapter 5).
1. Natural setting: This refers to the fact that research takes places in a natural en-
vironment or habitat. The focus of the study is examined in its normal environment 
without making use of laboratories or other artificial research-areas (Creswell, 
2007; Miles & Huberman, 1994). Consequently, it is important to describe the 
context in which the phenomenon under study takes place. With regard to this 
study, this implies that the music therapy sessions that were studied did not differ 
from other music therapy sessions that were given by the same therapist, on the 
same unit, in the same format (see 4.4). 
2. Researcher as key instrument: Instead of making use of standardized instrumen-
tation, qualitative researchers mostly collect data themselves (Creswell, 2007; 
Miles & Huberman, 1994). Miles and Huberman even consider the researcher the 
main measurement device in a study. Specifically within a music therapy setting 
it occurs often that the researcher is also the therapist who leads the music therapy 
sessions that are studied. This confirms the intensity of the personal experience and 
engagement to the data material and to the research in itself. According to Aigen 
“the qualitative approach represents a state of mind and a way of being in the 
world as well as a method of doing research in the human sciences” (Aigen, 1995, 
p. 216). He argues that a qualitative researcher is not only a researcher who uses 
qualitative methods, but that the way this person looks at research is qualitative. 
These features about the role of a qualitative researcher have important implica-
tions. Although personal involvement and engagement of the researcher instead 
of being a distanced observer can be advantageous for the study, researchers have 
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to be aware of their own assumptions and preconceptions. In this context, writing 
an epoché enabled me to take note of assumptions and preconceptions on specific 
themes related to the research topic, and research in general. An epoché also gives 
the reader of the study information that can help in understanding the decisions that 
the researcher made during the course of the study. Several music therapy resear-
chers emphasize the importance of an epoché (e.g. Aigen, 1995; De Backer, 2004; 
Forinash, 1995; Grocke, 1999; Jonsdottir, 2011). My personal epoché is presented 
in the introduction chapter (see also 4.6.2).
3. Multiple data-sources: In-depth interviews and participant observations are com-
mon data-sources in qualitative research. Researchers mostly combine diffe-
rent forms of data; only rarely they rely on a single data-source (Creswell, 2007; 
Mertens, 2005; Robson, 2002). 
 Two strategies regarding data collection that are often used in qualitative research 
are data saturation and purposive sampling. Data saturation occurs when the 
researcher no longer finds new or relevant information. At this point, the resear-
cher judges that no more data needs to be collected (Saumure & Given, 2008). 
Within this study, the principle of data saturation is used in the determination of 
the number of case studies as well as in the number of therapy sessions that were 
integrated from each case study. 
 Purposive sampling is another common strategy related to data collection and 
analysis. It is a sampling-strategy implying that from out of the entire data-col-
lection, these data are chosen, that provide the study with the most illustrative and 
comprehensive information in order to answer the research questions. 
Miles and Huberman (1994) formulated six guidelines for purposive sampling: 
i. The sampling strategy should be relevant to the conceptual framework and 
the research questions addressed by the research.
ii. The sample should be likely to generate rich information on the type of 
    phenomena which need to be studied.
iii.The sample should enhance the ‘generalizability’ rather than statistical 
     power to make statements about a general population on the basis of a sample.
iv. The sample should produce believable descriptions/explanations.
v.  The sample strategy should be ethical.
vi. The sampling plan should be feasible.
(p. 34) 
4. Inductive data analysis: This implies the construction of themes, patterns or even 
theories from ‘the bottom up’. Creswell (2007) adds how qualitative researchers 
can move between different steps of data analysis (e.g. categorizing, creating the-
mes) during the research process.
5. Participants’ meanings: During the entire process of qualitative research, the 
researcher tries to capture the participants’ perspectives and meanings. Their sub-
jective views are the focus of the study instead of the researcher’s. How this cha-
racteristic is not self-evident with regard to the specific participants of this study, 
is illustrated later in this section (see 4.5).
6. Emergent design: Miles and Huberman (1994) indicate the inherent flexibility of 
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qualitative studies as a specific strength of qualitative research. Robson (2002) uses 
the phrase flexible	research	design to indicate the fact that the design of a qualitati-
ve study is not fixed at the beginning of the research process. He chooses the terms 
flexible and fixed design instead of the more traditional division between quali-
tative and quantitative designs. Miles and Huberman as well as Robson describe 
how the purpose of a study is mostly clear from the outset of the research process. 
However, final decisions on the exact formulation of the research question, the 
underlying theoretical framework, sampling strategy and method of data collection 
and analysis, are impossible to make in the early stages of a study. Robson (2002) 
suggests using insights generated from the data collection to let the design emer-
ge and develop. “You need to start somewhere” (p. 167). He also emphasizes the 
flexibility of the researcher to carry out a flexible design study. Having an open and 
enquiring mind, being a ‘good listener’, being sensitive and responsive to contra- 
dictory evidence are personal qualities that Robson considers as being necessary 
for the researcher that wants to use a flexible design. The intimate connection 
between the researcher and the study design implies several threats for the trust- 
worthiness of the study. In 4.6, these threats and the tactics that were used to deal 
with them in this study are described.
7. Interpretative inquiry: The participant’s meaning, the researcher’s interpretation, 
but also the reader’s interpretation can influence the emerging of multiple views 
of the topic under study (Creswell, 2007). In the following section, this study is 
presented as an interpretative phenomenological study.
8. Holistic account: “Researchers are bound not by tight cause-and-effect relation- 
ships among factors, but rather by identifying the complex interactions of factors 
in any situation” (Creswell, 2007, p. 39). The insights generated from the interpre-
tative inquiry and the multiple data sources allow a qualitative researcher to gain 
a holistic view of the problem or phenomenon under study.
9. Theoretical lens: Creswell (2007) describes how qualitative researchers often use 
interpretative lenses to approach their studies. He discusses five main theoreti-
cal perspectives: postmodern perspective, feminist theories, critical (race) theory, 
queer theory, and disability theories. Miles and Huberman (1994) make a different 
distinction and indicate three lines of inquiry, each guiding different theoretical 
fields: interpretivism (semiotics, deconstructivism, aesthetic criticism, ethnome- 
thodology, hermeneutics), social anthropology (life history, grounded theory, eco-
logical psychology, narrative studies, applied studies), and collaborative social 
research (critical ethnography, action science). All these theories can lead to dif-
ferent qualitative approaches (Creswell, 2007).
These extensive lists of characteristics can serve as a clear common ground on which 
to situate qualitative research. However a great diversity in different types of qualita-
tive research incites researchers to make a conscious decision on which type is nee-
ded for their specific research purpose. A well-established flowchart of Tesch (1990), 
comprising 28 different research types, can act as a ‘decision tree’ for this purpose. 
For the presented study, with the central interest of ‘the comprehension of the mea-
ning of action’, this flowchart led to two different types of research: phenomenology 
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and hermeneutics. An answer to the question how to combine both types was found 
in the interpretative phenomenology as described by Benner (2008) and Lopez and 
Willis (2004).
4.3.3 interpretative phenomenology 
Phenomenology is a broad discipline and method of inquiry in philosophy and psycho-
logy. Phenomenologists focus on the way human beings experience the world. Within 
a research context, this subjective human experience is the object of the study (Lopez 
& Willis, 2004). Lopez and Willis (2004) and Benner (2008) discern two major philo- 
sophical tendencies that drive some of the important issues within the phenomenologi-
cal approach: interpretative and descriptive phenomenology. Lopez and Willis (2004) 
emphasize the importance for researchers to think about the methodological differen-
ces between both phenomenological approaches and the consequences that both have 
for their research, before making a choice of method. They compare the interpretative 
phenomenology (also defined as hermeneutic phenomenology), based on the philo- 
sophical ideas of Heidegger (1962) with the descriptive phenomenology (also named 
as transcendental or eidetic phenomenology), founded by Husserl (2002). 
Benner (2008) and Lopez and Willis (2004), describe interpretative phenomenolo-
gy as focussing on understanding practical worlds, skilled know-how, situated under-
standing, and embodied lived experiences. The engaged participation, observation and 
dwelling of the researcher in the immediacy of the participant’s world is necessary to 
create a dialogue between the researcher and the participant. The researcher’s purpose 
is also to extend, disconfirm, and/or expand his or her understanding by reflecting on 
his or her own assumptions. He or she has to be open to any new unnoticed assumptions 
that emerge or any previously described assumptions that has to be challenged. Benner 
also points out the usefulness of an interpretative team to reach consensual validation 
of interpretations and the use of an orienting framework to interpret the findings. The 
use of a Clinical Research Intervision Group (CRIG) was particularly relevant to the 
data-analysis of this study. This is described in detail in 4.5 and in chapter 5. 
The descriptive tradition considers the abeyance of all ideas, preconceptions and 
personal knowledge of the researcher as essential for grasping the essential human 
experiences of those under study. In order to obtain this, descriptive phenomenologi-
sts defend the use of bracketing or reduction techniques. Husserl’s (2002) concept of 
bracketing or phenomenological reduction is the procedure whereby the researcher 
tries to neglect or sets aside all preconceptions on the experience under study in or-
der to observe the experience as ‘pure’ as possible. The ‘pure’ experiences that can 
be gained then, can lead the researcher to a description of core concepts and essences. 
Lopez and Willis (2004) point out that these essences “are considered to represent the 
true nature of the phenomenon being studied” (p. 728).  
The interpretative, hermeneutic tradition on the contrary, goes beyond this descrip-
tion of core concepts and essences and considers “the interpretation of the narratives 
provided by participants in relation to various contexts as foundational” (Lopez & 
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Willis, 2004, p. 728). Obtaining data that contain no presuppositions or pre-understan-
dings is considered impossible and the knowledge and expertise of the researcher are 
approached as a valuable and even necessary guide to the process of inquiry. Lopez and 
Willis emphasize the responsibility of the researcher to explain the way in which he 
or she uses his or her own orienting framework during the entire course of the inquiry. 
“Use of an orienting framework by the researcher is also a way of making explicit study 
assumptions and the researcher’s frame of reference” (Lopez & Willis, 2004, p. 730). 
In this study, the orienting framework, presented in chapter 2, meets this need. The 
importance of an epoché was already stated earlier. The interpretative phenomenology 
indicates how important it is to consider the epoché as a useful instrument to interpret 
data and generate findings, instead of approaching it as potential bias. 
While the interpretative phenomenology gives a clear philosophical direction for 
the purpose and focus of the study, the pragmatic implementation of this methodology 
needs a clear description of the design that was used for the actual study. Interpretative 
phenomenological analysis (IPA) has become a well-established research approach in 
the field of psychology and in related disciplines of human, social and health scien-
ces (Smith, Flowers & Larking, 2009). It particularly focuses on the analysis of texts, 
with the semi-structured interview as the exemplary method. A protocol for applying 
IPA in a study with video-material as one of the main-data sources did not exist at the 
start of this study24.
4.3.4 multiple case stuDy Design 
Case study research is considered as one of the most important design strategies 
within a qualitative research methodology (Robson, 2002). While Smeijsters (2006) 
interprets a case as being an individual client or an existing group, Robson also con-
siders a specific setting or organization as possible cases (Robson, 2002). A majority 
of authors agree on the opinion that taking the context of the case into account is a ne-
cessary feature of a case study (Miles and Huberman, 1994; Smeijsters, 1996, 2006; 
Robson, 2002). Smeijsters points out ‘a living phenomenon in daily reality’, while 
Robson concentrates on ‘a phenomenon in context’. Smeijsters, whose views are cli-
nically orientated, values the fact that a case study design can generate useful eviden-
ce that stands close to clinical practice without violating this practice. He states that 
the case in itself should be considered as an example instead of being part of a sample 
(Smeijsters, 2006). Thus, within a case study it is important to maintain the specificity 
and particularity of the case within its context (Robson, 2002; Smeijsters, 2006). In a 
multiple case study - the research design for this study - several single cases are stu- 
died for the same research purpose. Smeijsters states that it is important that beyond the 
comparison between the different case studies, the thick description of separate cases 
keeps remained: the cases that are object of the comparison are not approached more 
superficially, but just as profoundly as in a single-case study research. Thick description 
24   In 2014, Lee and McFerran published a study that was guided by IPA and for which they 
developed a model for applying IPA to video data in music therapy (see 7.4).
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is regarded as the way individual clients and treatments are described in depth, a tech-
nique which is very common to the qualitative case study design (Smeijsters, 2006). 
How this thick description is also used as a technique to ensure credibility, dependa-
bility, and transferability is described in the part on trustworthiness (4.6).
4.4 conteXt for the study: naturalistic field 
research
4.4.1 Dementia anD music therapy in the clinical context 
of the upc-ku leuven.
Naturalistic field research requires a clear description of the context in which a stu-
dy is conducted. The clinical setting for this study is summarized below. It implies a 
description of the psychiatric unit where the patients that were subject for this study 
stayed and where the music therapy sessions took place. It also explains the music 
therapy treatment based on its theoretical framework of the Leuven School (see 2.2.3). 
4.4.2 psychiatric unit for people with Dementia anD 
severe bpsD
All the data from the music therapy sessions for this study were collected on one spe-
cific unit: a psychiatric unit for dementia and BPSD. This is one of many care-units 
within the University Psychiatric Centre of the Catholic University of Leuven (UPC-
KU Leuven)25. The unit specifically concentrates on the treatment of persons that are 
likely in a severe stage of dementia combined with BPSD. Persons are admitted to 
this unit when behavioural problems or psychiatric symptoms make life at home, or in 
the care homes for elderly, too challenging. Goals of the unit are two-fold: differential 
diagnosis and multidisciplinary treatment. Both are described shortly.
The diagnostic process consists of a thorough clinical evaluation, neuropsycholo-
gical screening, brain imaging and blood analyses. Information derived from these 
screenings should allow the psychiatrist to confirm the diagnosis of dementia and to 
obtain a clear view of the stage and the type of dementia the patient is in. When the 
diagnosis of dementia is refuted, other treatment options are taken into consideration. 
Along with the assessment, a multidisciplinary treatment is started with the intention 
of treating the BPSD. The multidisciplinary team consists of a psychiatrist, psycholo-
gist, family-therapist, psycho-motor therapist, occupational therapist, music therapist, 
social worker, and nurses. In addition to the pharmacological treatment26, following 
therapies are part of the standard treatment plan: physiotherapy, occupational therapy 
(including reminiscence therapy and cognitive rehabilitation) and music therapy. The 
25 A complete organization chart can be found at www.upckuleuven.be
26 The medical-pharmacological treatment forms an essential part of the treatment-plan of the 
unit. Appendix A shows some points of interest about the pharmacological treatment of 
persons with dementia and BPSD.
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approach is individually focused and integrates psychodynamic, system-theoretic and 
resocialization-theories. The involvement of family carers by means of psycho-educa-
tion is also emphasized. This implies explanations about the disease and advice on how 
to deal with symptoms of dementia. An average hospital stay at this unit, lasts for three 
months. A patient gets dismissed from the hospital when diagnosis is clear, when the 
BPSD are stabilized and when a long-term solution is found. This latter criterion is 
discussed by the team in collaboration with the patient and family, and can be an alter-
native form of housing, a day centre, day therapy, or nursing at home. When patients 
do not return to their family home, the moment of dismission is strongly influenced by 
external factors (e.g. availability of long-term residential care homes).
4.4.3 music therapy sessions – flexible treatment plan
Music therapy aims are also considered two-fold: it contributes to the overall assess-
ment of the patient and it allows patients to explore and work through loss, grief and 
other psychological issues. All patients that are admitted to the unit receive music 
therapy. After an assessment period, the music therapist decides in agreement with 
the disciplinary team if music therapy should be continued or stopped. Reasons for 
ending music therapy treatment early may be that the patient continually refuses to 
attend therapy or that the patient becomes more agitated or anxious during music the-
rapy. Consequently, the total amount of music therapy sessions differs for every in-
dividual. A total of ten to twelve sessions of music therapy can be considered as an 
average amount.
The music therapist invites patients for music therapy on an individual basis twi-
ce a week for 20 to 30 minutes. The duration of a session and the session time is not 
always that fixed. Sometimes a session may end early, because of reasons that result 
from BPSD: e.g. a patient gets too anxious in the unfamiliar therapy situation or starts 
wandering out of the therapy room.  In that case the music therapist will always handle 
the situation in the best respect for the patient. In order to be able to install some conti-
nuity within the therapy process, a minimum of two individual music therapy sessions 
each week is organized. 
The sessions take place in a music therapy room on the ward (Figure 4.2). It is a 
spacious room with big windows that look out on a small garden. The room contains 
a piano, an alto-metalophone, an alto-xylophone, a guitar, an accordion and several 
tuned and un-tuned percussion instruments. Since the therapy room is also used for 
the weekly interdisciplinary team-meeting, a table with several chairs is placed in the 
middle of the room. One notable disadvantage of using this room is that it is situated 
next to the unit’s kitchen. At several times during the day, disturbing noise coming 
from the kitchen is audible inside the music therapy room. 
During the sessions, the therapist follows a flexible	treatment	plan. This means that 
she does not use a strict, pre-determined procedure, but follows her clinical judgment 
to decide in which way the music is used or not used during the sessions. Following 
interventions can be included:
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- the music therapist and the patient improvise together (instrumentally or vocally)
- the music therapist and the patient sing pre-composed songs together
- the music therapist improvises/sings for the patient who is listening
- the patient improvises or sings while the therapist is listening or accompanying 
  the songs
- both the therapist and the patient are together in silence 
- the therapist and the patient talk or reflect either on the music or on other things 
  that the patient brings up.
- the therapist uses starting and/or closing experiences (e.g. welcome song) 
  
Figure 4.2: Music therapy room where data collection occurred
4.5 data-collection, saMpling and data-analysis
With figure 4.3 I want to illustrate how the process of data collection, sampling and 
analysis should be considered as a process that develops from a broad basis of different 
types of primary data, towards a smaller set of data, that was processed during data-
analysis and resulted in a thick description of the phenomenon under study (essential 
moments of meeting). The entire process is divided into three phases. 
Phase 1 implied the collection of the primary data. Main data were video-recordings 
of music therapy sessions, the music therapist’s clinical notes of the music therapy ses-
sions and general information of the subject’s status and condition. In the present study, 
it was the specificity of the population that guided the data collection method. Since 
the subjects were due to their psychiatric condition only partly or not able to verbalize 
their experiences, the researcher had to work with observations instead of interviews. 
In phase 2, the primary data went through the process of data-analysis. This process 
served two purposes: first, it narrowed the primary data into a feasible amount of data 
that were illustrative for the focus of the study (purposive sampling). Secondly, the pro-
cess implied an interpretation of the (purposive sampled) data by means of a thorough 
process of observations and reflections. A clinical research intervision group played 
an important role in this phase. This is explained in the following section.
The third and final phase of the study consisted of a thick description of the findings 
based on the in-depth analysis. 
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The techniques, procedures and different steps that were undertaken to reach the final 
phase are described in detail in chapter 5. 
Figure 4.3: Process of data-collection, sampling and data-analysis
Clinical research intervision group
As an essential part of the analysis, I chose to make use of an interpretative team. 
Within the context of interpretative phenomenology, Benner (2008) emphasizes the use 
of an interpretative team throughout the entire process of data analysis. From the be-
ginning of this study I selected a team of four people: the Clinical Research Intervision 
Group (CRIG) that played an important role in the process of data-analysis and inter-
pretation of the data. The group consisted of an external music therapist with many 
years of experience in the field of music therapy and dementia, a psychotherapist, who 
was also a clinical supervisor of the music therapy department of the hospital in which 
the study was conducted, and a clinical supervisor, who was the head of the music the-
rapy department and had experience in the domain of research in music therapy. I as 
the researcher and music therapist for the data collection, was the fourth member of this 
group. Because of their similar theoretical background, I chose to bring these specific 
people together that represented a common theoretical framework. This implied a high 
degree of understanding of each other’s language and thinking on the three key themes 
of this study (see chapter 2: dementia, musical improvisation, and essential moments 
of meeting). The members of the CRIG knew me for a number of years and were fa-
miliar with my clinical method, but also with my style of improvising, the sound of my 
voice, and my way of behaving in clinical situations. I found this crucial in identifying 
particular moments within the clinical data that were striking, or familiar, or unusual. 
The familiarity between the different members of the CRIG allowed a trustful wor-
king atmosphere throughout the intervision-meetings. In turn this deepened the level 
of interpretation and reflections. The CRIG’s concrete function in the process should 
be considered as manifold. In chapter 5, this is explained in more detail.
1. Primary data-collection: triangulation 
2. Data-analysis:
Purposive sampling
Interpretation
3. Thick 
description of 
in-depth 
analysis
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4.6 trustworthiness of the study
4.6.1 trustworthiness insteaD of valiDity
With regard to the present study, the use of the term trustworthiness was preferred 
instead of research validity. These latter term is more related to quantitative research. 
In discussing trustworthiness, I cite Lincoln and Guba (1985) from the perspective of 
a qualitative research tradition. They emphasize four criteria that should be met to en-
sure a trustworthy qualitative research: credibility, transferability, dependability and 
confirmability. The naming of these criteria also differs from those mostly used in 
quantitative research, being internal validity, external validity, reliability and objecti-
vity. In table 4.1 I show these four criteria together with their meaning. Applicability 
was added as a fifth criterion. This can be found by Miles and Huberman (1994) and 
should be understood as a qualitative term for pragmatic validity.
Table 4.1: Procedures for trustworthiness in research (Aigen, 1995; Lincoln & guba, 1985; 
Miles & Huberman, 1994; Robson, 2002; Smeijsters, 2006)
4.6.2 the researcher’s subjectivity
Robson (2002) emphasizes the importance of being aware of possible threats to the 
quality of qualitative research and the need for finding procedures that can ensure 
the trustworthiness. He pays attention to the role that the investigator himself plays 
during the research process. Flexibility and engagement can be considered as essential 
skills needed for a qualitative practitioner (Aigen, 1995). These qualities also have im-
portant implications for the research process. Since the word bias is linked mostly to 
a quantitative design, and has a negative connotation in the quantitative field, the term 
researcher’s subjectivity is considered more appropriate for this study. Robson (2002) 
describes the researcher’s subjectivity as follows:
“what the researcher brings to the situation in terms of assumptions and preconcep-
tions, which may in some way affect the way in which they behave in the research 
setting, perhaps in terms of the persons selected for observation or interview, the 
kinds of questions asked, or the selection of data for reporting and analysis.” (p. 172) 
           Quantitative Qualitative/  Meaning 
  flexible design 
 Internal validity Credibility Trustworthiness of the research 
 External validity Transferability Results can be used to compare with new context, (internal) generalizability  
   of conclusions (within the setting studied) 
 Reliability Dependability Quality control, consistency of the research process
  
 Objectivity Confirmability Relative neutrality of the researcher, explicitness about inevitable 
   subjectivity of the researcher 
 Pragmatic validity Applicability "What the study does for its participants and for its consumers" (Miles & 
   Huberman (1994, p. 280)
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It is important for the trustworthiness of the study that the researcher’s assumptions 
and preconceptions towards specific features are clearly described. In the introduction 
chapter, I discussed my personal stance towards music in general, musical improvisa-
tion in music therapy, dementia, and doing research. The presentation of an orienting 
framework in chapter 2 gave more clarity with regard to my professional background, 
theoretically as well as clinically. 
The double role of being the researcher and music therapist for the data collection at 
the same time, implied certain specific issues that also should be discussed. Since the 
data-collection for the study occurred within the natural setting, it did not have a ma-
jor impact on the practical organization of the sessions. One major difference was the 
presence of a camera in the clinical situation. To make sure that I as the therapist was 
not too preoccupied with this camera, I started to record the music therapy sessions on 
video long before data-collection occurred. Doing this allowed me to try out different 
camera positions and to learn to handle the video-camera in a technically correct way. 
By the time that the data-collection actually began, I as the therapist was fairly used 
to the presence of a camera. 
It took me some more time to be able to watch the video-recordings through the eyes 
of a researcher: I had to learn to watch the video-recordings without prejudices and 
with an open mind. Instead of judging my own clinical interventions, I had to observe 
them, reflect on them and place them within the clinical context. The CRIG, that was 
involved in the data analysis, helped me to do this in a very conscious manner. On the 
one hand, they talked about ‘the therapist’ when they referred to me as a therapist in 
the data. On the other hand, they integrated everything they knew from my personal 
and clinical style in their reflections. 
It was impossible for me as the therapist to be completely unaware of the fact that 
I was collecting data at the moment that I was in a music therapy session. It would 
be unrealistic and unfair to deny the fact that this had some kind of impact on the re-
lational dynamics between the subject and me. It was the CRIG that questioned me 
about these issues and that turned them into a valuable information-source instead of 
an interfering factor for the research. 
4.6.3 qualitative techniques on trustworthiness, their 
meaning anD application in the stuDy
Table 4.2 displays the particular techniques that I used for this study in order to meet 
the different criteria for trustworthiness and their respective meanings. The cited au- 
thors are mostly the same as in previous parts of this chapter, supplemented with some 
authors that come directly from the field of music therapy research (e.g. Smeijsters, 
1996, 2006). The first column presents the five criteria as presented earlier in table 4.1. 
The second column represents the techniques that authors suggest to use in order to 
meet these criteria. An explanation of these techniques can be found in column three. 
Finally, in column four, the way I implemented these techniques and carried them out 
during the study is illustrated. Since there is an inevitable overlap between the diffe-
rent criteria, most of the techniques appear by more than one criterion. For example, 
the thick description is an illustration of a technique which ensured the credibility, 
transferability, and the dependability of this study.
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4.7 ethical considerations
Certain ethical issues were taken into consideration before the start of the study: the 
ethical implications of the music therapy intervention, the way in which primary data 
were handled and stored, the subjects’ agreement to participate in the study, and the 
ethical approval from authorized committees. Along with this, an overall respectful 
approach towards vulnerable patients that became ‘subjects’ was also considered as 
highly important.
4.7.1 music therapy intervention
The music therapy sessions for the data collection occurred within the natural context. 
The length and the amount of sessions did not differ from the regular music therapy tre-
atment. The fact that the music therapy sessions at the unit always occurred following 
a flexible treatment plan (see 4.4.3), limited possible differences in the clinical practi-
ce between regular sessions and sessions under study. One important difference that 
should be discussed is the presence of the video-camera, recording all sessions under 
study. Subjects were always informed of the fact that the sessions were video-recor-
ded, and were always respected in their choice to put the camera down if they showed 
any concerns regarding this. The same principle held for participation in the session. 
The therapist never forced a subject to come to the music therapy session, when he or 
she indicated that he or she did not want to come. This principle does not apply solely 
to the sessions within the context of the study, but is an essential part of the clinical 
approach as presented in chapter 2.
4.7.2 hanDling anD storage of the primary Data 
The primary data (video-recordings, clinical notes and general information of the sub-
jects) were handled and stored by the therapist/researcher following the guidelines of 
the University Psychiatric Centre where they were collected. Fifteen excerpts from the 
video’s that are central therapeutic material for this study, are available for the three 
members of the assessment committee by means of a DVD. They are asked to destroy 
these data when these are no longer needed for the examination and evaluation of the 
PhD dissertation. The written clinical notes and transcriptions from the data-analysis 
were not added. On their request, committee-members can have acces to these data.
4.7.3 informeD consent anD ethical committee
It was not possible to obtain informed consent from the subjects themselves on their 
participation in the study because of the severity of their dementia. This had some 
important ethical implications. In Belgium, where the study took place, the following 
considerations had to be taken into account: A person that is not able to make important 
decisions for themselves can appoint a legal representative. In that case it is this per-
son that has to give his or her permission (in the form of an informed consent) for the 
participation in a research trial. When the representative could not be appointed by 
the subjects themselves, the cascade-system is applied. This means that permission 
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should be asked from relatives in a specific order. In first instance, permission is asked 
from husband or wife of the patient. When this is not possible, cohabiting partners are 
contacted. By absence of these persons, children of age, a parent, or a sibling of age 
are asked to sign informed consent. The consent that is given by them should be an 
expression of the will of the concerned case (Defloor & Nys, 2008).
Before the study began, each subject (or his/her representative) was informed about 
the context and the rationale for the study. The procedure of data-collection was ex-
plained as well as the way these data were handled and stored. Emphasis was made 
on the appropriate use and protection of identifiable information. They were informed 
about the fact that the name of the subject would be changed and personal details that 
can threaten confidentiality would be left out. The researcher’s phone number and 
email-address were provided to allow the subject (or his/her representative) to contact 
her at any time to ask questions related to the study, or to indicate that they wanted to 
withdraw from the study. After being informed about all of this, the subjects (or their 
representatives) were asked to sign the informed consent (see Appendix B). 
The selection of the subjects followed all guidelines on the ethics, as listed by the 
Ethical Comité of the Psychiatric University Centre, campus Kortenberg where the 
research took place and as described by Defloor and Nys (2008). The official approval 
of the Committee of Medical Ethics of the KU Leuven was also obtained for this stu-
dy (see Appendix C). This committee formulates recommendations for the study on 
scientific relevance and ethical issues. Its purpose is to protect the welfare, dignity, 
rights, privacy and security of the subjects that are involved in the study. Their recom-
mendations are based on national and international legislation and guidelines including 
the Declaration of Helsinki (UZ Leuven, 2014). 
4.7.4 respectful approach towarDs the subjects
Throughout the entire research process, I tried to maintain an overall respectful 
approach towards the subjects. While this is inherent in a therapeutic attitude, this 
respectful approach also guided the way in which I acted as a researcher. Some 
conscious decisions on the writing-style illustrate this. First of all, I chose the use the 
term ‘persons’ in my general descriptions of persons with dementia. Only when I re-
fer to the hospital setting, the term ‘patients’ was used. On the one hand, this choice 
was fed by the fact that in music therapy the resources and strengths of persons come 
to the foreground instead of their disabilities and symptoms. On the other hand, this 
way of writing about this population follows the person-centred approach of Kitwood 
(1997a, 1997b), whose theory acts as a main guide for the therapist’s clinical work 
and theoretical understanding of dementia. In my understanding as therapist as well as 
researcher, Kitwood’s theories about persons with dementia can almost be considered 
as being synonymous for an overall respectful approach. Finally, I also chose to give 
the subjects a pseudonym instead of a number, or just initials. This can be considered 
as a way to ‘personalize’ the subjects. 
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chapter 5: research Method
In 4.5, I discussed how the process of data collection, sampling and analysis should 
be considered as a process of coming from a broad basis of different types of primary 
data, towards a smaller set of data that was processed during data-analysis and resulted 
in a thick description of the phenomenon under study. Table 5.1 shows all different 
steps from data collection to conclusions. In this chapter, I describe every single step 
in detail and illustrate them with exemplars from the case study material. The actual 
case studies are presented in chapter 6. Although the process is presented stepwise, 
it is important to take into account the interpretative phenomenological design of the 
study. According to its hermeneutical influences it occurred that I resumed previous 
steps and reconsidered them in order to maintain the focus of the study. 
To make a distinction between the role of the therapist and the role of the researcher, I 
refer to the therapist as ‘therapist’. Decisions and actions that were undertaken by me 
as the researcher, are described from an I-person perspective.CHAPTER 5: RESEARCH METHOD
In 4.5, I discussed how the process of data collection, sampling and analysis should be considered as a 
process of coming from 
STEP FOCUS DATA SOURCE GATHERED DATA
PHASE 1: DATA-COLLECTION (primary data – triangulation)
1 assessment-phase multidisciplinary team 
Reports on observations and first impressions of 
physical, psychological, and social condition of 
subject during first days of admission at the unit.
2a
music therapy 
treatment 
music therapist 
(researcher) 
the therapist’s clinical notes; categorization of the 
narratives
2b video-recordings
2c multidisciplinary team 
data from systematic reports on changes in 
physical, psychological, and social situation of 
subject, observed at the unit
PHASE 2: DATA-ANALYSIS (purposive sampling - interpretation)
3a
purposive sampling 
of the subjects in 4 
steps
inclusion criteria
selection of 4 subjects for case studies
3b criteria Miles and Huberman (1994)
3c peer group (2 external music therapists)
3d music therapist /researcher
4a
purposive sampling 
of the sessions in 3 
steps
video-analysis of all 
sessions by clinical 
supervisor (with music 
therapist/researcher)
transcriptions of the observations and 
interpretations of the clinical supervisor
4b
researcher
categorizations of transcriptions
4c selection of a feasible amount of music therapy sessions for further analysis
67
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5a
purposive sampling 
of the video-
fragments in 4 steps
video-analysis of selected 
sessions by 
psychotherapist 
(researcher)
(transcriptions of the) observations and 
interpretations of the psychotherapist
5b
video-analysis of selected 
sessions by external music 
therapist (researcher)
(transcriptions of the) observations and 
interpretations of the external music therapist
5c
researcher
categorizations of transcriptions
5d selection of feasible amount of video-fragments for in-depth analysis
6a
in-depth analysis of 
the selected video-
fragments in 3 steps
in-depth video-analysis of 
selected video-fragments 
by CRIG
(transcriptions of the) observations and 
interpretations of the CRIG 
6b researcher categorizations of transcriptions
6c
musical ‘interpretative’ 
analysis of selected video-
fragments by music 
therapist/researcher 
musical analysis comprising musical interpretative 
analysis and comprehensive musical score
PHASE 3: CONCLUSIONS (thick description of in-depth analysis)
7
synthesis of in-depth 
analyses of the 
selected video-
fragments
researcher
presentation of the in-depth analysis for each 
fragment: context, factual description, musical 
score, musical (interpretative) analysis, reflection 
on the essential moment of meeting
8
conclusions of the 
data analysis for 
each case study
researcher
synthesis and presentation of the findings for each 
separate case study; preliminary definitions of 
concepts and phenomena that appeared in the 
results
9 comparison between different case studies researcher
comparison of the findings between case studies; 
application of phenomena and concepts on all case 
studies
10 conclusions of the study researcher
formulation of comprehensive answers on the 
research questions, defining of the concepts and 
phenomena that appeared as results of the study
68
Table 5.1: Different steps from the process of data-collection, data-analysis and deriving 
conclusions
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5.1 phase 1: data-collection 
(priMary data – triangulation)
5.1.1 step 1: assessment phase
Data were collected for all subjects that were admitted to the unit within a fixed period 
of ten weeks and that agreed to participate in the study by means of signing an infor-
med consent27. This resulted in an amount of 17 subjects.
Step 1 included a gathering of all types of (hetero-) anamnestic data on the subject’s 
social status, physical and psychological history and current condition. The multidisci-
plinary team obtained these data during the subject’s first days at the unit. Data could 
also include written impressions from the music therapist that she wrote following in-
formal meetings with the subjects at the unit before music therapy treatment started. 
5.1.2 step 2: music therapy treatment
Main data were derived from the individual music therapy sessions with all 17 sub-
jects. Each subject took part in two individual music therapy sessions each week. The 
time allocated for each session was 30 minutes, but the therapist could choose to end 
a session earlier when this was clinically relevant. From the researcher’s clinical expe-
rience with this population, 20 to 30 minutes seems to be the most appropriate length 
for an individual music therapy session. It gives both the therapist and the person with 
dementia enough time to let something develop within the interaction or within the 
music. Furthermore, it seems that if sessions last longer than 30 minutes, the person 
with dementia gets too tired, or loses his/her concentration or focus. Other music the-
rapists working with this population support this average session duration (Ridder et 
al., 2013; Ronse, 2008). 
The total amount of sessions was not fixed but subject to different factors as descri-
bed above (see 4.4.2). Due to the average admission period of the subjects on the unit, 
an amount of 10 to 12 sessions was assumed by the start of the study. When a subject 
was on the unit for a longer period of time for clinical or practical reasons, I could de-
cide to stop data collection at a certain moment: when the point of data saturation was 
reached or/and the feasibility of the amount of data that needed to be analyzed, was 
threatened. For the data-collection during the music therapy sessions, I used two main 
methods: video-recordings of all sessions and the therapist’s clinical notes. These data 
were supplemented with relevant information of the subject’s status and condition. 
Step 2a: the therapist’s clinical notes 
After every music therapy session the therapist systematically recorded her clinical 
impressions from the session. This occurred by means of a structured written report 
in a narrative form (see Appendix D). The therapist also gave each session its own 
27  Due to the advanced stage of dementia, the representatives of the subjects were approached 
for this purpose (see 4.7.3). 
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title. It allowed me, from the perspective of the researcher, to situate a session quickly 
within the overall process. On the other hand, the titling obliged the therapist to sym-
bolize the sessions by concentrating them each within a few words. The titles provided 
valuable information about the central themes that the therapist highlighted from her 
clinical point of view. The clinical notes contained, beyond a description of the factual 
course of the session and the atmosphere of the therapy room, the therapist’s subjecti-
ve experiences of the session. Certain moments in the session that she perceived as 
highly meaningful or interesting were noted and indicated in time. The transference- 
and countertransference-phenomena that took place between the subject and the the-
rapist were also written down in these notes. The subject’s experiences could not be 
included, due to the severity of their illness. An interpretation of the subject’s experi-
ence depended mostly on the therapist’s experiences from out of the counter-transfe-
rence relationship. Finally, data that were received from the staff at the moment that 
the session took place were also integrated in the clinical notes (see step 2c). 
Step 2b: video-recordings
All music therapy sessions were video-recorded. The recordings were made using a 
Sony DCR- SR77E camera, placed on a tripod and covering most parts of the music 
therapy room. A camera operator was not used to ensure a safe, psychotherapeutic 
context in which the sessions took place. The camera was placed in recording mode 
before the subject entered the therapy room in order to not disturb the regular course 
of the session.
Step 2c: data from systematic reports on changes in physical, psychological, and so-
cial situation of the subject, observed at the unit
Similar to the usual multidisciplinary way of working, the music therapist was infor-
med about the subject’s current condition during informal and formal meetings with 
members from the multidisciplinary team. Verbal briefings and structural reports in 
the subject’s digital files informed the music therapist about changes in the physical, 
psychological and social condition of the subject. These also included information 
about important incidents that occurred at the unit or changes in the subject’s phar-
macological treatment. All the information was integrated in the therapist’s clinical 
notes (step 2a).
5.2 phase 2: data-analysis 
(purposive saMpling - interpretation)
Data analysis serves two intertwining functions: purposive sampling and interpreta-
tion. The purposive sampling aimed to select clinical fragments that were considered 
as containing an essential moment of meeting and that were highly illustrative for the 
scope of the study. The interpretation and processing of the data by means of thorough 
observations and reflections. An important technique for both aspects from data occur-
red analysis was the categorization of the narratives and transcriptions of the data. As 
Miles and Hubermann (1994) suggest, I created a provisional start list of categories by 
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the start of the study, based on the categories that were used by de Backer in his study 
in 2004. My choice to start from an existing list of categories, fits the interpretative 
phenomenological tradition of using the researcher’s own orienting framework during 
the course of the study (instead of bracketing). The categories as they were defined and 
presented by De Backer (2004) were part of this orienting framework. The domains of 
categories were directly derived from the (initial) research question and subquestions. 
The use of categories guided the entire process of data analysis and served a 
double purpose. At first, it provided a framework, in which I could gather data in a 
clear, schematic way and in close relation to the research questions. Secondly, this 
way to organize the data, visualized  categories that came to the foreground at several 
different time-points by means of clusters. Certain moments in the session that gave 
information for many different categories also became visible. These clusters provided 
an overview of tendencies that could guide the process of purposive sampling towards 
a selection of fragments that contained an essential moment of meeting. 
The provisional start list of categories consisted of four main categories: musical 
aspects, relational aspects, physical aspects and interventions. I subdivided each main 
category into two similar sections: one referring to the therapist and the other referring 
to the subject (Figure 5.1). The methodological approach enabled me to modify the exi-
sting categories or to add new categaries. I could also subdivide existing categories into 
more specific categories or gather several categories into one comprehensive category.
• therapist
• subject
• therapist
• subject
• therapist
• subject
• interpersonal
• intrapersonal 
  (therapist-subject)
musical 
aspects
physical
aspects
relational
aspects
interventions
Figure 5.1: Start list of categories comprising four domains
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5.2.1 step 3: purposive sampling of the subjects in 4 steps
In phase 1, data were collected for all subjects that were admitted to the unit within a 
fixed period of ten weeks and that agreed in participation in the study. This resulted in 
a total of 17 subjects from which I wanted to select four subjects for the case studies. 
An amount of four case studies was the result of continuous balancing     between the 
purpose of being as comprehensive as possible and the feasibility of the study. The 
principle of data saturation was also used in this context. 
The purposive sampling of four subjects for the case studies occurred in four suc-
cessive steps. Figure 5.2 shows how these steps ultimately led to the selection of four 
subjects.
Step 3a: sampling following inclusion criteria
From the seventeen subjects, I excluded six subjects, since they did not meet two in-
clusion criteria: 
- meeting the diagnostic criteria for dementia
- willing or being able to attend at least four individual music therapy sessions
I did not take age and gender of the subject into account as inclusion criterion.
admission to the unit within fixed period of 10 weeks
n=17
step 3a: inclusion criteria
n=11
step 3b: criteria Miles and Huberman (1994)
n=8
step 3c: peer group
n=6
step 3d: researcher/
music therapist 
n=4
Figure 5.2: Step 3: Process of purposive sampling of four subjects
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Step 3b: purposive sampling following criteria of Miles and Huberman
For narrowing down the amount of subjects, I used the principle of purposeful sam-
pling. The six criteria formulated by Miles and Huberman (1994) acted as a guideline 
(see 4.3.2). 
Step 3c: purposive sampling following the advice of a peer group
For this step in the sampling process, I consulted a peer group, different from the 
CRIG. This peer group existed of two external music therapists complying with fol-
lowing criteria: 
- Being a certified master music therapist, 
- Having clinical experience of at least five years, including experience in the field 
  of music therapy and dementia,
- Being clinically and theoretically influenced by a psycho-dynamic music therapy 
  approach.
Both therapists were invited to read the therapist’s clinical notes of the eight subjects 
that were left. While reading the material, I asked them to identify all fragments in the 
text that they perceived as related to the development of a therapeutic relationship28 
between therapist and person with dementia. I added an overview of the categories, 
as shown in Figures 5.1 and 5.3 as a guide. I also gave them my working definition 
of the concept of resonance29. After reading the material, I asked the peers to rank the 
case studies from most to least useful for the study. Three questions, each of them re-
ferring to the research question, were formulated for this purpose. Each question had 
to be ranked from most to least, compared to other case studies:
1. To what extent can we speak of a development of a therapeutic relationship 
    within this case? 
2. To what extent does the music (in all its different modalities) play a role in the 
    development of a therapeutic relationship within this case? 
3. To what extent does musical improvisation play a role in the development of a 
    therapeutic relationship within this case?
At the same time, I handled the material in the same way and compared my outcome 
with these of the two external music therapists. This process resulted in a selection 
of three cases that would be suitable as a case study for the study. The fourth case, 
however, was less clear and needed an extra step in the purposive sampling-process.
Step 3d:  purposive sampling following the researcher/music therapist
In this final step, I as the music therapist and researcher decided which subject would 
be the fourth and final subject to go into the process of data-analysis. The guidelines 
of Miles and Huberman were used as a guideline again.
28  At this stage of the process, the research question focused on the ‘development of a thera-
peutic relationship’. As described in 4.1, the research question slightly changed later in the 
study.
29  A translation of the reading-guidelines as they were handed to the readers is added as Appen-
dix E.
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5.2.2 step 4: purposive sampling of the sessions in 3 steps
In this step I aimed to select the most information-rich sessions from each of the four 
subjects within the context of the research question. From this step, categorizing was 
used to organize the data and findings.
Step 4a: video-analysis of all sessions by clinical supervisor 
For each of the four case studies, the clinical supervisor watched all video-recordings 
of the entire music therapy sessions. I asked the clinical supervisor to point out every 
moment in the video-recordings that illustrated a situation where the therapist and the 
subject met each other in one way or another, or where signs of the development or 
presence of a therapeutic relationship seemed to appear. The clinical supervisor did not 
receive more concrete information about what to look for in order to give the chance 
for a broad range of new and maybe unexpected observations and interpretations to 
appear. For the same reason, detailed information on the subjects under study was li-
mited to the most important facts. During the entire observation, the clinical supervisor 
was allowed to rewind the video-recordings in order to have another look at moments 
within the sessions that seemed to be important to him. I used video-recordings of this 
procedure to make detailed transcriptions of all observations, comments and interpre-
tations of the clinical supervisor afterwards. The exact moments in the music therapy 
sessions to which these findings referred, were also indicated in these transcriptions. 
Step 4b: categorizations of the transcripts
Subsequently, I categorized the transcripts from the previous step. I did the same for 
the therapist’s clinical notes of the selected subjects that were made after the music 
therapy sessions. The categorization occurred by means of main categories that I made 
up by the start of the study (see Figure 5.1). An example of how the data of this step 
in the data-analysis were gathered and categorized is shown in Table 5.2. The first co-
lumn indicates the exact moment in the music therapy session to which the transcrip-
tion refers. The second column differentiates between two sources of data (C: clinical 
notes – J: observations/interpretations from the clinical supervisor).
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  TIME                    SUBJECT  Anna                                                                                                        SESSIE  5
	   	   	  Transcrip4on  observa4ons/interpreta4ons/impressions Categories
Context
0,00
C
Some	  minutes	  before	  the	  start	  of	  the	  session,	  the	  therapist	  was	  informed	  about	  
the	  death	  of	  Anna’s	  husband.	  The	  therapist	  is	  angry	  and	  frustrated,	  since	  she	  is	  not	  
allowed	  to	  tell	  this	  to	  Anna.	  On	  top	  of	  that,	  she	  heard	  that	  Anna	  will	  be	  transferred	  
to	  a	  nursing	  home	  the	  following	  day.	  She	  may	  not	  tell	  this	  to	  Anna	  as	  well.	  
Intrapersonal	  contact	  (th.)
0,00 C
When	  meeDng	  Anna	  for	  this	  ﬁ`h	  session,	  the	  therapist	  realizes	  that	  a	  relaDonship	  
developed	  between	  her	  and	  Anna.
Interpersonal	  contact
C
Th.	  and	  A.	  walk	  hand	  in	  hand	  towards	  therapy-­‐room.	  The	  image	  of	  a	  mother	  with	  
her	  child	  appears	  with	  the	  therapist.	  This	  image	  is	  conﬁrmed	  when	  the	  therapist	  
closes	  A.’s	  jersey	  in	  the	  therapy-­‐room.
Interpersonal	  contact
Intrapersonal	  contact	  (th.)
IntervenDons	  (th.)
1,55 J The	  therapist	  tries	  to	  come	  to	  herself. Intrapersonal	  contact	  (th.)
	   C
The	  therapist	  does	  not	  invite	  Anna	  to	  play	  with	  her.	  She	  wants	  to	  play	  for	  Anna.	  
Her	  musical	  play	  sounds	  crowded.	  The	  therapist	  consciously	  tries	  to	  create	  some	  
space	  (also	  for	  herself);	  Anna	  seems	  to	  fall	  asleep.
Interpersonal	  contact
Intrapersonal	  contact	  (th.	  
&	  Anna.)
Musical	  impressions
IntervenDons	  (th.)
Physical	  aspects	  (Anna)
2 C
The	  therapist	  gets	  aﬀected	  by	  her	  own	  musical	  play.	  The	  music	  conceals	  but	  does	  
not	  unveil?
Intrapersonal	  contact	  (th.)
Musical	  impressions
2,3 J
The	  more	  the	  therapist	  places	  herself	  in	  Anna’s	  posiDon,	  the	  more	  sober	  the	  music	  
sounds.
Musical	  contact
Musical	  impressions
Intrapersonal	  contact
4,46 J
Something	  happens	  here:	  the	  therapist	  adds	  her	  voice	  to	  the	  musical	  play	  and	  
Anna	  drops	  her	  head	  a	  li8le	  more.
Musical	  impressions
Music	  of	  the	  th.
Movements	  (Anna)
Body	  posture	  (Anna)
5,04 J Anna	  lets	  herself	  be	  enfolded	  by	  the	  music.
Interpersonal	  contact
Intrapersonal	  contact	  
(Anna)
74
Table 5.2: Exemplar of the transcription-table from case study Anna 
(session 5: 0.00-5.04) 30 
30  Th. refers to therapist, while A. refers to Anna. The exemplars that are used in this chapter 
only serve to illustrate the method of the study. For an interpretation and understanding of 
the content of the tables/displays, I refer to chapter 6 
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Subsequently, I displayed the data in excel spreadsheets comprising main categories 
and subcategories. I could make up new subcategories at any time when necessary. 
Figure 5.3 gives an overview of all categories and subcategories that finally were used 
in the process of data-analysis for all four case studies. Table 5.331 shows an example of 
such a display from case study Anna (session 5: 0.00-5.04). The origin of the transcri-
bed data was indicated by means of colors/fonts (red: clinical supervisor, italic: clinical 
notes, or a combination of both) to allow a tracing of the categorized data at any time. 
Purpose of the display was to gather all information in a structured way and to guide 
the process of purposive sampling of the sessions. 
Step 4c: selection of feasible amount of music therapy sessions for further analysis
I used the display from step 4b to select those sessions from each subject that provi-
ded the most information in the light of the research question. Clusters of important 
information considering the music, the therapeutic relationship, physical aspects, or 
interventions became visible within the display, and guided the purposive sampling 
of the sessions. The amount of selected sessions was not determined beforehand but 
was limited to a maximum of four for each subject in order to guard the feasibility of 
the amount of data.
MUSICAL ASPECTS
Music of the therapist
musical impressions
timbre
dynamics
melody
rhythm
phrasing
tempo
pulse
1harmony
register
silences
choice of instrument
(incl. voice)
Music of the patient
musical impressions
timbre
dynamics
melody
rhythm
phrasing
tempo
pulse
harmony
register
silences
choice of instrument
(incl. voice)
RELATIONAL ASPECTS
Interpersonal aspects: 
verbal contact
non-verbal contact
• physical contact
• eye-contact
• musical contact
Intrapersonal aspects
intrapersonal contact 
of the therapist
(counter-transference)
intrapersonal contact of the patient
(from the point of view of the 
therapist/observers)
PHYSICAL ASPECTS
Physical aspects of the therapist
movements/gestures
body-posture
facial expression/glance
breathing
Physical aspects of the patient
movements/gestures
body-posture
facial expression/glance
breathing
INTERVENTIONS
Interventions of the therapist
musical
verbal
physical
Interventions of the patient
musical
verbal
physical
from the point of view of the therapist/CRIG)
Tabel Aspects 1_Opmaak 1  21/12/15  11:01  Pagina 1
Figure 5.3: Categories and subcategories 
31  The main category of ‘music of the patient’ is not shown here, since there were no observa-
tions made in this category for this particular part of the session.
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Table 5.3: Exemplar of the display32  (observations/interpretations supervisor and 
clinical notes) from case study Anna (session 5: 0.00-5.04)
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32  I did not add the entire transcription tables and the displays of categorizing in the disserta-
tion. On their request, committee-members can have a look into these data.
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5.2.3 step 5: purposive sampling of the viDeo-fragments 
in four steps
Step 5a-5b: video-analysis of selected sessions by psychotherapist and external music 
therapist (with music therapist/researcher) 
In two following steps, the video-recordings of the selected sessions for each subject 
were watched by a psychotherapist and an external music therapist33  (different per-
sons from the two that were involved in the sampling of the subjects). The way this 
was done was similar to that of step 4b. In order to prevent the external music therapist 
and the psychotherapist being influenced by each other during this step, and to enlarge 
their openness to the material as much as possible, they looked separately at the se-
lected sessions. Both persons received the same information and directions from me 
as the clinical supervisor in step 4b. Again, this procedure was video-recorded. After 
the procedure, I made transcriptions of all the observations and interpretations of the 
psychotherapist and external music therapist with the responding markings in time. 
These were added to the findings from previous steps. 
Step 5c: categorizations of the transcripts
I categorized the transcripts of the observations and interpretations of the psychothera-
pist and external music therapist and added this to the category-display from previous 
steps. Again, I could add new subcategories. The colour/font-code was used and exten-
ded (blue: psychotherapist; yellow: external music therapist; possible combinations of 
all colours/fonts; see Table 5.4).
Step 5d: selection of feasible amount of video-fragments for in-depth analysis
In the same way as I selected the sessions in step 4c, I used the display of the categories 
to select an amount of information-rich fragments for each subject with regard to the 
focus of the study. This amount was not fixed beforehand. The principle of purposive 
sampling implied that the selection of these fragments did not aim to imply all frag-
ments that could possible contain an essential moments of meeting. 
Table 5.4 shows the display for the relationship-category of approximately the first 
five minutes of session 5 with Anna. The circle indicates the fragment that was se-
lected by means of this display (in the case study of Anna, fragment A3 will refer to 
this fragment, see 6.1.3.3). 
33  In step 6, these two people, together with me as the researcher/music therapist and the clini-
cal supervisor, formed the CRIG.
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Table 5.4: Exemplar of the display (all members of CRIg) from case study Anna 
(session 5: 0.00-5.04) 
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5.2.4 step 6: in-Depth analysis of the selecteD viDeo-
fragments in 3 steps 
Step 6a: in-depth video-analysis of selected video-fragments by CRIG
While the clinical supervisor, the psychotherapist, and the external music therapist were 
consulted separately in previous steps, step 6a implied the involvement of these indi-
viduals and me as a group: the CRIG. All video-fragments that were selected for each 
subject in the previous step were watched several times by the entire CRIG. This led 
to a detailed description of the phenomena that occurred within these fragments, and 
observations on a more interpretational level. The members of the CRIG could share 
their thoughts with each other and bring things up for discussion. Within this constel-
lation, the transference- and countertransference-phenomena that appeared to me as the 
music therapist during the observation of the videos was considered as an important 
source of information and input for the discussion. This meant, that during this step I 
did not withdraw from intervening by sharing thoughts on the material. 
The occurrence of essential moments of meeting was also discussed during this 
step. Fragments that were considered as not containing an essential moment of mee-
ting were left out for further analysis. Thus it could happen that the amount of selected 
fragments was narrowed during this step by the CRIG. At the same time, the selection 
of fragments should not be considered as the only essential moments of meeting that 
occurred during the music therapy process of the four subjects. 
With regard to the selected fragments, the CRIG indicated very precisely where an 
essential moment of meeting was situated within each fragment. If possible, fragments 
where shortened in a way that only the essential moment of meeting and approximate-
ly 30 seconds before and after the essential moment of meeting were included. It was 
possible for the members of the CRIG to rewind the video-fragments in order to have 
another look at moments within the fragments that seemed to be important to them. 
The process of observation and interpretation like it is described in this step could be 
repeated several times. At the end of this stap, I made a transcription of all the CRIG’s 
observations and interpretations and added it to previous findings concerning the se-
lected fragments . 
Step 6b: categorizations of transcriptions
In this step, I categorized the transcripts from step 6a in a similar way as in steps 4b and 
5c. The purpose of this step was to complete the descriptions of the selected fragments 
within the different categories. As in all previous steps, and following the hermeneutic 
character of the type of study, it was possible that I decided to repeat  a previous step 
if this was needed. E.g. when the category-display showed a ‘blank spot’ with regard 
to a certain (sub)category for a certain fragment, step 6a could be repeated for this 
fragment, with specific attention for this category.
Step 6c: musical analysis of selected video-fragments by music therapist/researcher 
Subsequently, I did a musical analysis for the music of each video-fragment that was 
finally selected. The way this analysis was done (and presented in chapter 6), is partly 
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based on the method which De Backer and Wigram described in Wosch and Wigram’s 
(2007) book on microanalysis in music therapy. This implied a notation of the music 
on a musical score and a profound analysis of the musical structure and the musical 
parameters in a narrative form. I integrated the findings from the CRIG from the pre-
vious steps. The purpose here was to examine the musical correlations and to reveal 
possible patterns between the different musical parameters in relation to the occurrence 
of an essential moment of meeting.
Following the suggestions of De Backer and Wigram (2007) and Odell-Miller 
(1999), I also included other non-musical aspects to obtain a whole picture of a parti-
cular fragment. I indicated  findings from the categories ‘movements’, ‘body posture’, 
‘facial expression’, ‘breathing’, ‘eye-contact’ and ‘physical contact’, on the musical 
score when this was relevant within the interpretation of the fragment. 
5.3 phase 3: conclusions 
(thick description of indepth analysis)
5.3.1 step 7: synthesis  of the in-Depth analyses of the 
selecteD viDeo-fragments
In step 7, I made a synthesis of the findings for all selected fragments of each case stu-
dy. This synthesis consisted of five different parts and resulted in a thick description of 
each fragment. I used the five parts as a structure for the presentation of the results of 
the analysis, as it is presented in chapter 6. For each fragment, I discussed the context, 
and provided a factual description, a musical score, and a musical analysis. In the fifth 
part, I presented the CRIG's interpretations and reflections on the essential moment of 
meeting. These also comprised findings from the previous parts. 
5.3.2 step 8: conclusions of the Data analysis for each 
case stuDy
At the end of each case study, the findings from the different fragments are brought 
together. A comparison between these different fragments is presented in a narrative 
form, and the conclusions that I drew from each of them are shown together in a dis-
play by means of the main categories. 
5.3.3 step 9: comparison between Different case stuDies
Finally, I linked and discussed different concepts and phenomena related to the oc-
currence of essential moments of meeting that arose from the separate case studies for 
all four case studies. Although each case study was handled as a study on its own, I 
took phenomena and concepts that resulted from one specific case study into conside-
ration with regard to their applicability in the other case studies. For that reason, this 
step can be considered as a ‘reprise’, since it implied an extra (hermeneutic) step in 
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the data-analysis. After this step, I drew conclusions and formulated suggestions with 
regard to the transferability of the findings as presented in 6.6.
5.3.4 step 10: conclusions of the stuDy
My conclusions of the study are presented by means of comprehensive answers on the 
research questions. They imply definitions and clear descriptions of the phenomena 
and concepts that appeared in the results. These are presented in the discussion chap-
ter (see 7.1).
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chapter 6: case studies
The four subjects that I purposively selected for the case studies, were all woman with 
severe dementia. Three of them had dementia from the Alzheimer type: Anna, Betty 
and Minnie. A fourth woman, Mrs. H., suffered from both vascular and Alzheimer’s 
dementia. Data were collected from the individual music therapy sessions that they re-
ceived during their stay at the hospital. This resulted in a total of 38 sessions that were 
all titled by the therapist. In this section of the dissertation, all four case studies are 
successively presented in the same way. The choice was made to write the case studies 
in present tense. I as the researcher, was also the therapist conducting the music thera-
py sessions. This implied an active involvement in the clinical situation. Writing the 
case studies in the present tense, is considered as an attempt to preserve and illustrate 
this “passionate participation” (Guba & Lincoln, 1994, p. 112) as much as possible. 
Each case study consists of four parts, starting with an introduction of the subject 
in a narrative form. It introduces the subject from several different angles: physical 
and psychiatric condition, social status, reason for admission to the unit, observa-
tions at the unit, therapeutic aims and other possible information that can be relevant 
for the study. In a second part, I give an overview of the music therapy treatment. A 
comprehensive description of one music therapy session is shown to give the reader 
an impression of the clinical atmosphere. The third part contains the in-depth analy-
ses of the selected fragments from the case study with a description of the context in 
which the fragment is situated, a factual description of the fragment, a musical score, 
a musical (interpretative) analysis and comprehensive reflections on the occurrence of 
an essential moment of meeting34. In the fourth part of each case study a synthesis is 
presented with a comparison of the selected fragments, and a conclusion with regard 
to the specific case study. After the presentation of the four case studies, the findings 
are gathered into preliminary conclusions (see 6.5). These are analyzed in a final her-
meneutic step which implies that the preliminary conclusions are reapplied for all case 
studies. This is presented in 6.6.
6.1 case study anna
6.1.1 introDucing anna
Anna, 78 years old, is admitted to the psychiatric unit for persons with dementia and 
severe BPSD together with her husband, Lucas. It has become unsafe for them to live 
at home. Anna is in an advanced state of dementia while Lucas has cognitive deficits 
and serious health problems. Due to Lucas’s inability to continue being the primary 
caregiver, both are admitted to the unit to ensure their safety. Additionally, an assess-
ment of their physical and mental condition can be made in order to advise them and 
34  The video-excerpts of these fragments are available for the members of the PhD assessment 
committee (4.7.2).  
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their family about referral to a nursing home. During their hospitalization, Lucas’s 
physical condition worsens rapidly. He is transferred to a general hospital where he 
dies some days later.
Anna is a tiny lady with an untidy and fragile appearance. She presents herself as 
being anxious and tends to cling to the unit’s staff. She asks for her husband regular-
ly, in the beginning, when he is still with her (and even sitting next to her), and later, 
after he has gone. Additionally, Anna asks for food and drink in a repetitive manner. 
Having a conversation with Anna is rather impossible, due to a lack of orientation 
regarding people, places and time. Anna is given a score of 7/30 on the MMSE. Her 
short and long-term memory is severely compromised and she has attention deficits 
and visual-constructive apraxia. Neuropsychological screening confirms that Anna 
is in an advanced stage of dementia and suggests dementia of the Alzheimer’s type.
Beyond a pharmacological treatment with anti-Alzheimer drugs, anti-depressants, 
anxiolytics, and anti-psychotic medication are also prescribed to suppress Anna’s be-
havioural and psychiatric symptoms. As non-pharmacological treatment, Anna is invi-
ted to participate in occupational group therapy, psychomotor therapy and individual 
music therapy sessions. 
After an observation period of three weeks, the multi-disciplinary team advises 
Anna’s family to consider nursing home placement, to which they agree. Another two 
weeks later, the team evaluates Anna as being ready for discharge, which means that 
she can move from the hospital to a nursing home. During these five weeks at the unit, 
Anna took part in five music therapy sessions. 
6.1.2 music therapy treatment (five sessions)
6.1.2.1 overview of the music therapy treatment anD 
impression of session 1
Anna’s case study consists of five sessions, each given a title by the therapist. I purpo-
sively selected sessions 1, 3, and 5 for a more detailed analysis.
Session 1: A first musical touch
Session 2: Singing by the presence of the other
Session 3: “Can I go with you now?”
Session 4: Movement into regression
Session 5: Presence of an absence/farewell
For each case study, I made a table that presents in chronological order the most im-
portant events within the music therapy sessions along with the therapist’s impressions 
and the reflections from the CRIG. By using a data display, my intention is to situate 
the fragments that were selected for further analysis and presented in the following 
sections within its clinical context. Table 6.1 shows this table for the first session with 
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Anna35 to give an impression.
In the first column I give a chronological description of the events within the mu-
sic therapy sessions. This presents the context from which the sessions started and a 
description of the actual therapy sessions. In a second column I show the therapist’s 
impressions of the musical and relational dynamics that she experienced during the 
session. These are often closely connected to countertransference-reactions. For that 
reason, this column is written from a first-person position. In a third column I display 
a comprehensive selection of the reflections that came from the observations of the 
video recordings by the clinical supervisor (for all sessions) or by the CRIG (only the 
selected sessions). 
6.1.2.2 summary of anna’s music therapy treatment from 
a clinical point of view
At the beginning of her music therapy treatment, Anna assumes a very dependent at-
titude towards the therapist. This is illustrated by Anna asking questions for physical 
accompaniment and her continuous search for eye contact. Anna’s need for proximity 
is also noticeable in the musical parts of the session. She always joins the therapist by 
singing, even when she does not know the songs that are sung. Anna’s voice seems to 
fuse with the therapist’s while they sing together and when they play the piano, Anna 
places her hands in the middle register of the piano, as close as possible to the thera-
pist’s hands on the keyboard. 
Gradually, during the course of the music therapy treatment, Anna presents herself 
as more independent. Moments appear during which Anna can sing without the thera-
pist, or where her musical play on the piano moves to the upper part of the keyboard. 
Anna’s gaze, initially expressing her need for eye contact, is less in the foreground. 
In the final session, Anna is even able to close her eyes. This seems to resonate with 
Anna’s evolution from joining the therapist in her musical play in the first sessions, to 
a more receptive position by the end of the music therapy treatment. Anna’s receptive 
position is closely connected to the more intimate atmosphere that appears by then in 
the sessions. A feeling of trust seems to be installed, that makes Anna able to take this 
receptive position and allow herself to adopt a more inward position.
Throughout the entire music therapy treatment, there is a clear difference in ap-
pearance and behaviour of Anna during the musical parts and the verbal parts. Verbal 
communication gets stuck more than once. A number of times Anna just cannot un-
derstand what the therapist is talking about, which results most of the time in perse-
vering questions. Striking is that these questions disappear as soon as music sounds in 
the session and return from the moment the therapist initiates a verbal communication 
again. From a clinical point of view, it seems to the therapist as if Anna’s BPSD are 
less in the foreground during the musical parts of the music therapy sessions.
35 The complete table, containing all sessions of all four case studies, is not included in the 
dissertation, but was added on a DVD for the PhD-assessment committee.
MoMents of resonance in Musical iMprovisation with persons with severe deMentia
104
C
as
e 
st
ud
y 
A
nn
a:
 C
om
pr
eh
en
si
ve
 d
es
cr
ip
tio
n 
of
 th
e 
m
us
ic
 th
er
ap
y 
tre
at
m
en
t 
CH
RO
N
O
LO
G
IC
A
L  
D
ES
CR
IP
TI
O
N
  O
F  
TH
E  
M
U
SI
C  
TH
ER
A
PY
  S
ES
SI
O
N
IM
PR
ES
SI
O
N
S  
FR
O
M
  T
H
E  
CL
IN
IC
A
L  
M
U
SI
C  
TH
ER
A
PI
ST
RE
FL
EC
TI
O
N
S  
FR
O
M
  T
H
E  
CR
IG
SE
SS
IO
N
  1
  (S
EL
EC
TE
D
):
  A
  F
IR
ST
  M
U
SI
CA
L  
TO
U
CH
  [2
7’
19
”]
SE
SS
IO
N
  1
  (S
EL
EC
TE
D
):
  A
  F
IR
ST
  M
U
SI
CA
L  
TO
U
CH
  [2
7’
19
”]
SE
SS
IO
N
  1
  (S
EL
EC
TE
D
):
  A
  F
IR
ST
  M
U
SI
CA
L  
TO
U
CH
  [2
7’
19
”]
Co
nt
ex
t:
	  T
he
	  ﬁ
rs
t	  
m
us
ic
	  t
he
ra
py
	  s
es
si
on
	  t
ak
es
	  p
la
ce
	  a
bo
ut
	  t
hr
ee
	  w
ee
ks
	  a
6
er
	  
A
nn
a'
s	  
ad
m
is
si
on
.	  W
he
n	  
th
e	  
th
er
ap
is
t	  
in
vi
te
s	  
he
r,
	  s
he
	  is
	  s
i>
ng
	  h
an
d-­‐
in
-­‐h
an
d	  
w
it
h	  
he
r	  
hu
sb
an
d	  
in
	  t
he
	  li
vi
ng
	  r
oo
m
	  o
f	  t
he
	  w
ar
d.
	  
It
	  is
	  u
nu
su
al
	  t
o	  
ha
ve
	  b
ot
h	  
hu
sb
an
d	  
an
d	  
w
ife
	  a
dm
iC
ed
	  a
t	  
th
e	  
un
it
.	  I
t	  
fe
el
s	  
a	  
bi
t	  
st
ra
ng
e.
	  A
t	  
th
e	  
sa
m
e	  
D
m
e	  
it
	  is
	  c
le
ar
	  t
ha
t	  
th
e	  
pr
es
en
ce
	  o
f	  h
er
	  h
us
ba
nd
	  c
om
fo
rt
s	  
A
nn
a.
  
Th
e	  
th
er
ap
is
t	  
in
vi
te
s	  
A
nn
a	  
fo
r	  
he
r	  
ﬁr
st
	  m
us
ic
	  t
he
ra
py
	  s
es
si
on
.	  S
he
	  a
sk
s	  
if	  
he
r	  
hu
sb
an
d	  
ca
n	  
co
m
e	  
w
it
h	  
he
r,
	  b
ut
	  a
cc
ep
ts
	  t
he
	  t
he
ra
pi
st
's
	  s
ug
ge
sD
on
	  t
o	  
se
e	  
he
r	  
in
di
vi
du
al
ly
.	  	  
O
n	  
th
ei
r	  
w
ay
	  t
o	  
th
e	  
m
us
ic
	  t
he
ra
py
	  r
oo
m
,	  A
nn
a	  
as
ks
	  t
he
	  t
he
ra
pi
st
	  t
o	  
st
ay
	  w
it
h	  
he
r	  
an
d	  
no
t	  
le
av
e	  
he
r	  
al
on
e.
A
nn
a	  
re
ac
ts
	  n
ic
el
y	  
an
d	  
fr
ie
nd
ly
	  o
n	  
m
y	  
in
vi
ta
D
on
,	  b
ut
	  g
iv
es
	  a
n	  
un
ce
rt
ai
n	  
an
d	  
an
xi
ou
s	  
im
pr
es
si
on
.	  
	  
Th
e	  
th
er
ap
is
t	  
ex
pl
ai
ns
	  t
he
	  t
he
ra
pe
uD
c	  
fr
am
ew
or
k	  
to
	  A
nn
a	  
an
d	  
in
fo
rm
s	  
he
r	  
ab
ou
t	  
th
e	  
po
ss
ib
ili
ty
	  o
f	  s
in
gi
ng
,	  i
m
pr
ov
is
in
g	  
or
	  li
st
en
in
g	  
to
	  m
us
ic
.	  S
he
	  a
ls
o	  
sh
ow
s	  
A
nn
a	  
ho
w
	  t
he
	  d
iﬀ
er
en
t	  
m
us
ic
al
	  in
st
ru
m
en
ts
	  in
	  t
he
	  r
oo
m
	  c
an
	  b
e	  
pl
ay
ed
.
A
nn
a	  
lo
ok
s	  
in
te
re
st
ed
,	  b
ut
	  it
	  d
oe
s	  
no
t	  
se
em
	  if
	  s
he
	  
un
de
rs
ta
nd
s	  
th
e	  
co
nt
en
t	  
of
	  m
y	  
w
or
ds
	  c
om
pl
et
el
y.
Th
e	  
th
er
ap
is
t	  
ta
lk
s	  
in
	  a
	  v
er
y	  
fa
st
	  t
em
po
.
Th
e	  
th
er
ap
is
t	  
pl
ay
s	  
a	  
ﬁr
st
	  im
pr
ov
is
aD
on
	  o
n	  
th
e	  
ac
co
rd
io
n,
	  A
nn
a	  
lis
te
ns
	  a
nd
	  lo
ok
s	  
at
	  h
er
,	  w
it
ho
ut
	  g
iv
in
g	  
an
y	  
re
ac
D
on
.
A
nn
a	  
se
em
s	  
to
	  b
e	  
co
m
pl
et
el
y	  
m
oD
on
le
ss
It
	  is
	  s
tr
ik
in
g	  
ho
w
	  t
he
	  s
lo
w
	  t
em
po
	  o
f	  t
he
	  t
he
ra
pi
st
's
	  p
la
yi
ng
	  
co
nt
ra
st
s	  
w
it
h	  
th
e	  
ha
sD
ne
ss
	  o
f	  h
er
	  t
al
ki
ng
	  b
ef
or
e.
A
6
er
	  t
he
	  im
pr
ov
is
aD
on
,	  A
nn
a	  
sa
ys
	  t
ha
t	  
sh
e	  
lik
ed
	  it
,	  b
ut
	  s
he
	  c
an
no
t	  
an
sw
er
	  t
he
	  
th
er
ap
is
t'
s	  
qu
es
D
on
	  o
f	  w
ha
t	  
sh
e	  
w
ou
ld
	  p
re
fe
r	  
to
	  d
o	  
ne
xt
.	  
	  
Th
e	  
w
or
ds
	  o
f	  t
he
	  t
he
ra
pi
st
	  a
pp
ea
r	  
in
	  a
	  v
er
y	  
hi
gh
	  s
pe
ed
	  a
ga
in
.	  
Th
e	  
qu
es
D
on
s	  
th
at
	  s
he
	  a
sk
s	  
to
	  A
nn
a	  
ar
e	  
to
o	  
di
ﬃ
cu
lt
.
A
nn
a	  
as
ks
	  fo
r	  
he
r	  
hu
sb
an
d	  
Lu
ca
s	  
se
ve
ra
l	  D
m
es
.	  E
ac
h	  
D
m
e	  
th
e	  
th
er
ap
is
t	  
an
sw
er
s	  
th
is
	  q
ue
sD
on
	  in
	  a
n	  
aC
em
pt
	  t
o	  
re
as
su
re
	  h
er
.
M
y	  
an
sw
er
	  d
oe
s	  
no
t	  
re
as
su
re
	  A
nn
a.
Th
e	  
th
er
ap
is
t	  
is
	  r
es
po
nd
in
g	  
in
	  a
	  s
lo
w
er
	  t
em
po
.
Th
e  
th
er
ap
is
t  
su
gg
es
ts
  p
la
yi
ng
  t
he
  p
ia
no
  a
ga
in
  a
nd
  a
E
er
  a
  w
hi
le
  A
nn
a  
jo
in
s  
he
r.  
H
er
  h
an
ds
  a
re
  v
er
y  
cl
os
e  
to
  t
ho
se
  o
f  t
he
  t
he
ra
pi
st
  o
n  
th
e  
ke
yb
oa
rd
.  [
FR
A
G
M
EN
T  
1:
  1
0’
33
”-­‐
11
’3
5”
]
Th
e  
m
us
ic
  s
ou
nd
s  
so
E
,  s
m
al
l  a
nd
  fr
ag
ile
,  w
it
ho
ut
  a
  c
le
ar
  
m
us
ic
al
  fo
rm
.  T
he
  c
on
ta
ct
  s
ee
m
s  
to
  b
e  
ve
ry
  v
ol
aY
le
  a
nd
  
vu
ln
er
ab
le
.  
It
  is
  t
he
  ﬁ
rs
t  
Y
m
e  
th
at
  A
nn
a  
pr
es
en
ts
  h
er
se
lf  
in
  t
he
  m
us
ic
.  A
  
ﬁr
st
  m
us
ic
al
  to
uc
h  
be
tw
ee
n  
A
nn
a  
an
d  
th
e  
th
er
ap
is
t  
m
ay
  
oc
cu
r.  
A
nn
a	  
no
ds
	  h
er
	  h
ea
d	  
w
it
ho
ut
	  s
ay
in
g	  
an
yt
hi
ng
	  d
ur
in
g	  
th
e	  
si
le
nc
e	  
th
at
	  a
pp
ea
rs
	  a
6
er
	  
th
e	  
im
pr
ov
is
aD
on
.	  W
he
n	  
th
e	  
th
er
ap
is
t	  
su
gg
es
ts
	  s
om
e	  
D
tl
es
	  fr
om
	  w
el
l-­‐k
no
w
n	  
so
ng
s	  
th
at
	  t
he
y	  
ca
n	  
si
ng
,	  s
he
	  d
oe
s	  
no
t	  
re
ac
t.
	  
By
	  n
od
di
ng
,	  A
nn
a	  
co
nﬁ
rm
s	  
th
at
	  s
om
et
hi
ng
	  h
ap
pe
ne
d	  
in
	  t
he
	  
m
us
ic
al
	  im
pr
ov
is
aD
on
.
Th
e	  
th
er
ap
is
t	  
st
ar
ts
	  t
o	  
pl
ay
	  o
ne
	  o
f	  t
he
	  m
en
D
on
ed
	  s
on
gs
	  a
nd
	  A
nn
a	  
jo
in
s	  
he
r	  
al
m
os
t	  
im
m
ed
ia
te
ly
	  b
y	  
si
ng
in
g.
	  H
er
	  v
oi
ce
	  s
ou
nd
s	  
ve
ry
	  s
o6
.	  A
nn
a'
s	  
in
to
na
D
on
	  a
nd
	  
pu
ls
aD
on
	  o
f	  t
he
	  s
on
g	  
is
	  c
or
re
ct
.	  W
hi
le
	  s
he
	  s
in
gs
	  s
he
	  is
	  s
ea
rc
hi
ng
	  fo
r	  
ey
e	  
co
nt
ac
t	  
or
	  
lo
ok
in
g	  
at
	  t
he
	  t
he
ra
pi
st
's
	  li
ps
.
A
nn
a	  
se
em
s	  
to
	  b
e	  
ve
ry
	  d
ep
en
de
nt
	  o
n	  
m
y	  
si
ng
in
g:
	  it
	  s
ee
m
s	  
as
	  
if	  
sh
e	  
w
an
ts
	  t
o	  
'r
ea
d'
	  t
he
	  w
or
ds
	  o
f	  t
he
	  s
on
g	  
by
	  lo
ok
in
g	  
at
	  m
y	  
lip
s.
Th
e	  
sl
ow
	  t
em
po
	  o
f	  t
he
	  s
in
gi
ng
	  is
	  s
tr
ik
in
g.
	  T
he
	  v
oi
ce
s	  
of
	  A
nn
a	  
an
d	  
th
e	  
th
er
ap
is
t	  
m
er
ge
.	  F
ro
m
	  o
ut
	  h
er
	  d
ep
en
de
nt
	  p
os
iD
on
,	  
ey
e	  
co
nt
ac
t	  
is
	  v
er
y	  
im
po
rt
an
t	  
fo
r	  
A
nn
a.
Th
ey
	  s
in
g	  
a	  
se
co
nd
	  s
on
g,
	  w
hi
ch
	  A
nn
a	  
re
co
gn
iz
es
	  c
le
ar
ly
.	  A
nn
a	  
is
	  m
or
e	  
au
di
bl
e	  
du
ri
ng
	  t
he
	  s
in
gi
ng
	  n
ow
.
Th
e	  
de
pe
nd
en
cy
	  o
f	  A
nn
a	  
to
w
ar
ds
	  m
e	  
se
em
s	  
to
	  b
e	  
le
ss
Bo
th
	  v
oi
ce
s	  
m
er
ge
	  le
ss
,	  A
nn
a	  
is
	  m
or
e	  
au
di
bl
e	  
as
	  a
n	  
in
di
vi
du
al
.
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To
	  ﬁ
ni
sh
	  t
he
	  s
es
si
on
,	  t
he
	  t
he
ra
pi
st
	  g
iv
es
	  A
nn
a	  
th
e	  
ch
oi
ce
	  b
et
w
ee
n	  
si
ng
in
g	  
or
	  
im
pr
ov
is
in
g	  
on
	  t
he
	  p
ia
no
.	  A
nn
a	  
ca
nn
ot
	  a
ns
w
er
	  t
hi
s	  
qu
es
D
on
	  b
ut
	  s
he
	  d
oe
s	  
ag
re
e	  
on
	  t
he
	  t
he
ra
pi
st
's
	  s
ug
ge
sD
on
	  t
o	  
pl
ay
	  t
he
	  p
ia
no
	  a
ga
in
.
A
nn
a	  
do
es
	  n
ot
	  u
nd
er
st
an
d	  
m
y	  
w
or
ds
	  o
r	  
sh
e	  
is
	  n
ot
	  a
bl
e	  
to
	  
ch
oo
se
.
A
nn
a	  
is
	  n
ot
	  c
ap
ab
le
	  o
f	  g
iv
in
g	  
an
y	  
di
re
cD
on
	  t
o	  
w
ha
t	  
ha
pp
en
s.
Th
e	  
th
er
ap
is
t	  
st
ar
ts
	  im
pr
ov
is
in
g	  
on
	  t
he
	  p
ia
no
.	  H
er
	  p
la
y	  
so
un
ds
	  v
er
y	  
so
be
r,
	  in
	  a
	  
cl
ea
r	  
ha
rm
on
ic
	  fo
rm
,	  w
it
ho
ut
	  s
ur
pr
is
es
	  a
nd
	  o
cc
ur
s	  
in
	  a
	  s
lo
w
,	  s
te
ad
y	  
te
m
po
.	  A
nn
a	  
do
es
	  n
ot
	  p
la
y	  
w
it
h	  
he
r.
M
y	  
m
us
ic
al
	  im
pr
ov
is
aD
on
	  s
ou
nd
s	  
pr
ed
ic
ta
bl
e.
A
nn
a	  
se
em
s	  
no
t	  
to
	  b
e	  
ab
le
	  t
o	  
jo
in
	  t
he
	  t
he
ra
pi
st
	  in
	  p
la
yi
ng
.
A
bo
ut
	  a
	  m
in
ut
e	  
la
te
r,
	  t
he
	  t
he
ra
pi
st
	  a
dd
s	  
he
r	  
vo
ic
e	  
to
	  t
he
	  p
ia
no
-­‐im
pr
ov
is
aD
on
	  
w
hi
ch
	  r
es
ul
ts
	  in
	  s
om
e	  
di
sh
ar
m
on
ic
	  s
ou
nd
s.
	  T
he
	  in
te
ns
it
y	  
of
	  h
er
	  v
oi
ce
	  
su
bs
eq
ue
nt
ly
	  in
cr
ea
se
s	  
an
d	  
a	  
m
el
od
y	  
ap
pe
ar
s.
	  D
ur
in
g	  
th
is
,	  A
nn
a	  
tu
rn
s	  
he
r	  
he
ad
	  
to
w
ar
ds
	  t
he
	  t
he
ra
pi
st
.	  	  
Sh
e	  
is
	  m
ov
in
g	  
he
r	  
lip
s	  
bu
t	  
do
es
	  n
ot
	  m
ak
e	  
an
y	  
so
un
d.
I	  a
m
	  n
ot
	  s
ur
e	  
if	  
A
nn
a	  
is
	  s
in
gi
ng
	  w
it
h	  
m
e.
	  
A
nn
a	  
no
ds
	  h
er
	  h
ea
d	  
a6
er
	  t
he
	  im
pr
ov
is
aD
on
.
Sh
e	  
se
em
s	  
to
	  c
on
ﬁr
m
	  t
ha
t	  
w
ha
t	  
ha
pp
en
ed
	  w
as
	  o
ka
y.
	  
	  
W
he
n	  
th
e	  
th
er
ap
is
t	  
cl
os
es
	  t
he
	  s
es
si
on
	  v
er
ba
lly
,	  A
nn
a	  
as
ks
	  fo
r	  
he
r	  
hu
sb
an
d	  
Lu
ca
s	  
ag
ai
n.
	  T
he
	  t
he
ra
pi
st
	  a
ns
w
er
s	  
th
is
	  q
ue
sD
on
	  a
nd
	  r
ea
ss
ur
es
	  h
er
	  b
y	  
sa
yi
ng
	  t
ha
t	  
th
ey
	  
w
ill
	  g
o	  
to
	  s
ee
	  h
im
	  b
ec
au
se
	  t
he
	  s
es
si
on
	  is
	  ﬁ
ni
sh
ed
.
	  
Th
e	  
th
er
ap
is
t	  
re
sp
on
ds
	  t
o	  
A
nn
a	  
in
	  t
he
	  s
am
e	  
qu
ie
t	  
w
ay
	  a
s	  
be
fo
re
.
W
he
n	  
br
in
gi
ng
	  A
nn
a	  
to
	  h
er
	  h
us
ba
nd
,	  w
ho
	  is
	  s
D
ll	  
si
>
ng
	  in
	  t
he
	  li
vi
ng
	  r
oo
m
,	  A
nn
a	  
as
ks
:	  '
So
,	  t
ha
t	  
is
	  L
uc
as
?'
.	  T
he
	  t
he
ra
pi
st
	  c
on
ﬁr
m
s	  
th
is
.
A
nn
a	  
do
es
	  n
ot
	  r
ec
og
ni
ze
	  h
er
	  h
us
ba
nd
	  b
ut
	  a
cc
ep
ts
	  m
y	  
co
nﬁ
rm
aD
on
	  t
ha
t	  
it
	  is
	  h
im
.
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Co
nt
ex
t:
	  S
in
ce
	  t
he
	  p
re
vi
ou
s	  
se
ss
io
n,
	  A
nn
a'
s	  
hu
sb
an
d	  
ha
s	  
be
en
	  t
ra
ns
fe
rr
ed
	  t
o	  
th
e	  
ge
ne
ra
l	  h
os
pi
ta
l	  f
or
	  s
er
io
us
	  h
ea
lt
h	  
pr
ob
le
m
s	  
w
it
h	  
a	  
ne
ga
D
ve
	  p
ro
gn
os
is
.	  D
ur
in
g	  
th
is
	  e
nD
re
	  s
ec
on
d	  
se
ss
io
n,
	  A
nn
a	  
do
es
	  n
ot
	  a
sk
	  fo
r	  
Lu
ca
s.
It
	  is
	  n
ot
	  c
le
ar
	  t
o	  
m
e	  
if	  
A
nn
a	  
re
al
iz
es
	  w
he
re
	  L
uc
as
	  is
	  a
nd
	  w
ha
t	  
is
	  g
oi
ng
	  o
n	  
w
it
h	  
hi
m
.
	  
Th
e	  
th
er
ap
is
t	  
in
vi
te
s	  
A
nn
a	  
fo
r	  
he
r	  
se
co
nd
	  m
us
ic
	  t
he
ra
py
	  s
es
si
on
,	  w
hi
le
	  s
he
	  is
	  
ha
vi
ng
	  h
er
	  c
oﬀ
ee
.	  I
m
m
ed
ia
te
ly
	  w
he
n	  
A
nn
a	  
se
es
	  t
he
	  t
he
ra
pi
st
	  a
nd
	  a
ls
o	  
du
ri
ng
	  t
he
	  
w
al
k	  
to
	  t
he
	  m
us
ic
	  t
he
ra
py
	  r
oo
m
,	  s
he
	  a
sk
s	  
th
e	  
th
er
ap
is
t	  
to
	  s
ta
y	  
w
it
h	  
he
r	  
an
d	  
no
t	  
le
av
e	  
he
r	  
al
on
e.
	  S
he
	  d
oe
s	  
th
is
	  in
	  a
	  r
ep
eD
D
ve
	  m
an
ne
r,
	  a
nd
	  in
	  t
he
	  s
am
e	  
w
ay
	  a
s	  
sh
e	  
do
es
	  t
hi
s	  
by
	  o
th
er
	  c
ar
e	  
pr
ov
id
er
s	  
at
	  t
he
	  u
ni
t.
A
nn
a	  
do
es
	  n
ot
	  r
ec
og
ni
ze
	  m
e	  
or
	  t
he
	  m
us
ic
	  t
he
ra
py
	  r
oo
m
.	  
Sh
e	  
gi
ve
s	  
a	  
ve
ry
	  a
nx
io
us
	  a
nd
	  u
nc
er
ta
in
	  im
pr
es
si
on
.
	  
Th
e	  
th
er
ap
is
t	  
su
gg
es
ts
	  s
in
gi
ng
	  s
om
e	  
fa
m
ili
ar
	  s
on
gs
	  t
og
et
he
r	  
w
hi
le
	  s
he
	  is
	  
ac
co
m
pa
ny
in
g	  
th
em
	  o
n	  
th
e	  
pi
an
o.
	  F
ro
m
	  t
he
	  m
om
en
t	  
th
e	  
th
er
ap
is
t	  
st
ar
ts
	  s
in
gi
ng
,	  
A
nn
a'
s	  
ga
ze
	  t
ow
ar
ds
	  t
he
	  t
he
ra
pi
st
's
	  li
ps
	  a
nd
	  e
ye
s	  
is
	  s
tr
ik
in
g.
	  A
6
er
	  s
om
e	  
se
nt
en
ce
s,
	  A
nn
a	  
jo
in
s	  
th
e	  
th
er
ap
is
t'
s	  
si
ng
in
g.
	  H
er
	  v
oi
ce
	  is
	  a
lm
os
t	  
in
au
di
bl
e.
A
nn
a	  
do
es
	  n
ot
	  r
em
em
be
r	  
th
e	  
w
or
ds
	  o
f	  t
he
	  s
on
g	  
ex
ac
tl
y.
	  It
	  
se
em
s	  
as
	  if
	  s
he
	  w
an
ts
	  t
o	  
re
ad
	  t
he
	  w
or
ds
	  fr
om
	  m
y	  
lip
s.
Th
e	  
do
m
in
an
ce
	  o
f	  t
he
	  p
ia
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  a
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m
pa
ny
in
g	  
in
st
ru
m
en
t	  
is
	  
st
ri
ki
ng
.	  T
he
	  s
ou
nd
	  o
f	  t
he
	  p
ia
no
	  s
ee
m
s	  
to
	  c
ov
er
	  t
he
	  v
oi
ce
s	  
of
	  
bo
th
	  t
he
ra
pi
st
	  a
nd
	  A
nn
a.
	  T
he
	  p
ia
no
	  d
om
in
at
es
	  o
n	  
th
e	  
on
e	  
ha
nd
,	  	  
su
st
ai
ns
	  o
n	  
th
e	  
ot
he
r	  
ha
nd
.	  A
nn
a	  
is
	  le
d	  
by
	  t
he
	  
th
er
ap
is
t	  
as
	  a
	  c
hi
ld
	  b
y	  
it
s	  
m
ot
he
r.
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6.1.3 selecteD fragments case stuDy anna
Sessions 1, 3 and 5 of Anna’s music therapy treatment were selected for a more pro- 
found analysis. Guided by the observations and interpretations from the CRIG, I pur-
posively selected four fragments for this case study. I considered each of these frag-
ments as comprising an essential moment of meeting. One fragment was selected from 
session 1 and 3, two fragments from session 5 (Figure 6.1). After situating each frag-
ment within the clinical process, I made a comprehensive description and a musical 
interpretative analysis and score of each fragment. The occurrence of an essential mo-
ment of meeting is presented and interpreted in relation to the musical improvisation. 
6.1.3.1 fragment a1 (session 1: 10.33-11.35)
Context
I selected fragment A1 from the first session with Anna. It is a fragment from the first 
musical improvisation that she played together with the therapist. The therapist started 
the improvisation at the piano. After approximately thirty seconds, she asks Anna to 
join her. Anna reacts on this invitation by playing the piano herself. The improvisation 
lasts for about five minutes. The selected fragment is approximately the fourth minute 
of the improvisation (Figure 6.2).
Figure 6.1: Four selected fragments (case study Anna)
Figure 6.2: Fragment A1 within the context of session 1
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Factual description
Anna and the therapist are sitting next to each other at the piano. Their body posture 
is very similar: a little bit huddled in their seats. This hardly changes during the frag-
ment. The therapist is sitting at the left side of the piano, while Anna is sitting at the 
right side. Anna is looking at her own hands, there is no eye contact. They are playing 
notes alternating, but in an unsteady meter. Anna only uses her right hand, playing 
single notes. The therapist sometimes adds chords. After playing a lower bass tone, 
the direction of the therapist’s playing changes. She continues with one repeated note 
played with her right hand, later alternated with the lower fifth interval. Anna answers 
musically with the same repeated note in the upper octave. It is again after the therapist 
plays a lower bass tone that the direction of the music changes. This time Anna starts 
to move note by note to the higher register. The meter still stays unstable. 
Musical Score
Figure 6.3: Musical score of fragment A1
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Musical analysis
From the musical analysis, I discerned three parts within this fragment: part A: bars 
0-4, part B: bars 5-10 and part C: bars 11-13 (Figure 6.3). The essential moment of 
meeting is situated in part B. 
Part A: The fragment starts from out of the extension of an improvisation that was 
going on already. Auditively, it is difficult to distinguish who is playing which notes 
since the therapist’s right hand is very close to Anna’s right hand on the piano key-
board. Due to a bad camera-position it is also impossible to verify this visually on the 
video-recordings.
The first two notes of Anna in part A are clearly audible, while her following notes 
are played softer. In the mean time, the therapist starts developing a musical structure 
in bar 2, which gives a clear direction to her musical play. The musical sentence that 
appears then, ends in the first bar of part B.
Part B (essential moment of meeting): The lower bass tone that the therapist plays in 
the beginning of this fifth bar, introduces part B and is followed by a series of repeated 
notes in the therapist’s right hand. These repeated notes act as a caesura by creating a 
rupture of the previous developing melody. The therapist gives up on her melody and 
phrasing, but the unsteady meter that was installed in bar 3, remains. 
Anna joins the therapist’s playing with the same repeated note though in a higher 
octave. In bar 9, the repeated notes in the right hand of the therapist start alternating 
with its fifth, while Anna holds onto the same note. The departure from the lower bass 
tone by the therapist, also in bar 9, implies a change in register. This register is closer 
to that of Anna at this point. The timbres of the therapist and Anna merge, notwithstan-
ding that Anna’s playing is much softer than that of the therapist. Although the last note 
of this part and the second note of part C are played synchronously, there is no shared 
pulsation in Anna’s playing and the therapist’s during this fragment.
Part C: In bar 11, the therapist introduces a dissonant bass tone in the lower register. 
The pulsation of her repeated quarter notes is interrupted and a new melody starts to 
develop. Anna responds to this by moving to an upper note, further away from the re-
gister the therapist is playing in. While the therapist’s playing is growing dynamically, 
Anna’s musical play is decreasing in volume. The merging of timbres as described in 
part B, disappears.
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Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR)36  
I considered part B of this fragment as an essential moment of meeting37. In this part, 
the music changes. The melody that is developing by then in the therapist’s musical 
play, is interrupted. The music is narrowed down to a single repeated note without a 
harmonic accompaniment. These repeated notes are crucial because they imply what 
Wigram (2004) defines as a limbo transition38 from part A to part B. The therapist 
leaves her own style of music and refrains from her desire as a musician to create 
something with an artistic value. The development of a musical structure consisting of 
a clear melody with a harmonic accompaniment does no longer continue. A transition 
occurs from a musical development of part A, to music with no certain direction in 
part B. The repeated notes create some kind of caesura: a musical space in which Anna 
can actively enter the music. In this space everything is allowed and nothing has to 
happen. The therapist’s listening attitude changes into a more receptive way of playing 
and listening to the improvisation. I will indicate this as a listening playing. Anna can 
actively participate in her most authentic way in the music of part B. An attunement 
between Anna’s music and the therapist’s music occurs. The music seems to be more 
‘open’ in this part, compared to the quite closed and fixed character of part A. The 
therapist is less focused on the music and plays more intuitively. She experiences how 
she is guided by the music and how the music diverges from her usual way of playing. 
It seems as if the music that sounds in part B, is recognized by Anna as being ‘her’ 
music. This recognition should not be understood on a concrete, cognitive level, but 
on a musical and affective level. At this level, cognitive restraints seem to be annulled 
and a meeting between Anna and the therapist, as two independent subjects, occurs in 
the music. The therapist experiences this moment as very intense and precious, though 
at the same time as fragile and volatile. Since the therapist resonates with Anna on a 
musical and affective level, I will indicate this essential moment of meeting in part B 
as a moment of musical and affective resonance (MMAR). 
The music that sounds before part B (part A), can be considered as a necessary outset 
for coming to this MMAR. The musical play in which the therapist uses her own style 
of music to contain, sooth or hold Anna, allows a transition to a moment where the 
musical play is not ‘used’ anymore, but stands for itself, and guides the therapist and 
Anna. The musical parameters of melody and harmony are given up, while the timbre 
remains as a continuing factor throughout the entire fragment. The musical register 
36 A moment of musical and affective resonance (MMAR) implies a moment of musical re-
sonance (MMR) along with a moment of affective resonance (MAR). Subsequently I use 
following abbreviations: Moment(s) of Musical and Affective Resonance (MMAR), Mo-
ment(s) of Musical Resonance (MMR), Moment of Affective Resonance (MAR).
37 In this chapter, the interpretations have to be considered as a result of the meetings with the 
CRIG in which I participated as a researcher and as a therapist. 
38 Wigram (2004) defines a limbo transition as “moving from one style of playing to another 
through a musical ‘limbo’ where there is no definite musical direction, intention or purpo-
se… It is a space, perhaps even a vacuum, from which anything could happen, or maybe 
nothing” (p.144).
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also plays an important role in this fragment. It indicates in some way the beginning 
and ending of the MMAR. In the beginning of part B, it is illustrative how the timbre 
of Anna’s musical play merges with that of the therapist after she left her left hand ac-
companiment and moved to the middle register of the piano. I consider the MMAR as 
being gone from the moment that the therapist enters a bass tone again and broadens 
the middle register to the lower register. This bass tone, also re-introduces a harmonic 
feeling that tends towards the development of a musical structure. This takes Anna out 
of her musical perseveration after which she moves her hands gradually to the upper 
register of the piano, as if she literally moves away from the therapist.
6.1.3.2 fragment a2 (session 3: 3.17-4.28)
Context
Fragment A2 comes out of the third session with Anna and is the end of the first im-
provisation of this session. The improvisation starts instrumentally by the therapist 
playing the piano. When the therapist adds her voice after a while, Anna joins her 
vocally. The fragment that I selected is approximately the last minute of this impro-
visation (Figure 6.4).
Factual description 
In the beginning of this fragment, the therapist is singing and playing an improvisation 
on the piano. For some short moments, Anna joins her in singing with a soft and tiny 
voice39. After 20 seconds, the therapist stops vocalizing but continues the piano-ac-
companiment, while Anna keeps on singing. The improvisation ends with a cadence 
in ritenuto. During this cadence, Anna nods her head. The therapist is sitting a little bit 
oblique at the piano, while Anna’s face and body are directed to the keyboard. Anna 
has her hands folded. The overall body posture of neither Anna, neither the therapist, 
changes during this fragment. Small movements of their heads and upper bodies oc-
cur though, sometimes even in a synchronous way. Mostly in the second half of the 
fragment, either the therapist or Anna is looking at the other, which results in some 
moments of eye contact.
Figure 6.4: Fragment A2 within the context of session 3
39 While the therapist is aware of Anna’s singing during the session, the soft and tiny voice of 
Anna is hardly audible on the video-recordings.
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Musical Score
Figure 6.5: Musical score of fragment A2
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Musical analysis
I discern two parts in this fragment: part A (bars 0-4) and part B (bars 6-16) (Figure 
6.5). Bar 5 will act as a bridge between part A and part B. I will handle this bar as an 
important transition. The first part (part A) is a continuation of what went on previous-
ly to this fragment. In the fifth bar, the phrasing that occurs by means of a fermata 
closes this first part. The upbeat of bar 6 is the beginning of part B. Part B differs in 
a number of aspects from part A and is indicated as an essential moment of meeting. 
Characteristic for the entire fragment is the presence of a clear musical structure in the 
therapist’s musical play and the occurrence of two specific motifs (a and b; Fig. 6.6). 
These motifs already appeared in the preceding part of the improvisation and act in 
this fragment (literally or slightly modified) as rhythmic and melodic building blocks 
in the musical play of both the therapist and Anna. 
Part A: The therapist is playing the piano and Anna is joining her in a vocal impro-
visation. Already from the preceding part of this improvisation, it is clear that Anna 
is sensing the musical phrases, cadences and harmonic structure of the music that 
sounds. Motif a appears in a slightly modified form in Anna’s vocal improvisation and 
illustrates the fragmentation of her musical interventions. The therapist’s vocal line, 
closely connected to her piano-play, tends to the development of a musical sequence, 
starting in bar 2 and leading to bar 5. The musical development is accompanied by a 
crescendo that also seems to lead to a climax in bar 5. This crescendo in the therapist’s 
musical play, illustrates the dynamic contrast between the therapist’s play and Anna’s: 
dynamically, the therapist is clearly more present in the improvisation, while Anna is 
sometimes hardly audible. 
Transition (bar 5): The transition happens by an open chord in ritenuto. The crescen-
do that is started in bar 3, and that accompanies an ascending sequence, stops deve-
loping. Instead of going to a climax, it turns into an open chord in ritenuto. Despite 
of the musical tension that is created, I consider this moment of phrasing in bar 5 as 
some kind of breathing space in which there is literally space created for Anna to join 
in the music again. This is illustrated by the upbeat to bar 6, which I indicated as the 
beginning of part B.
Part B (essential moment of meeting): This part starts with motif b. The upbeat to bar 
6 implies a moment of eye contact and a synchronous breathing of the therapist and 
Anna. This results in a synchronous upbeat. In bar 6, the therapist stops her vocal im-
provisation. Her instrumental accompaniment on the piano stays more sober and subtle 
and refrains from developing into another sequence or melodic structure. However, the 
Figure 6.6: Motifs a and b of fragment A2
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overall musical structure in the therapist’s play remains. Anna’s vocal improvisation 
can rely on this and defines the musical sphere that sounds in part B. By the occurren-
ce of the short motifs (mostly motif a), some kind of phrasing is created. The tempo is 
also lower, and the music sounds more ‘open’. In bar 13 the end of the improvisation is 
announced in the harmonic accompaniment. Anna senses the dominant grade, introdu-
ced in the left hand of the piano, which leads to a shared cadence in bars 14 and 15. 
Reflections on an essential moment of meeting: moment of musical resonance 
(MMR)
I consider the beginning of part B (the upbeat to bar 6) as an essential moment of me-
eting. With the moment of phrasing in bar 5, the therapist unconsciously creates a mu-
sical space that allows Anna to exist as an autonomous subject. She makes this clear 
to Anna, by looking at her, which she did not do before. 
Later on, after seeing the video-footage of the session, I described this moment (from 
a therapist point of view) as a breath-taking moment. I experienced it as if I wanted 
to say to Anna: “You can start singing now”, which Anna seemed to understand. The 
image of a mother that loosens her hands from the hands of her child, because she in-
tuitively feels that the child can walk on its own, resonates with this moment. 
The therapist’s musical play changes in part B. It is subtler and the fragility and he-
sitation, own to Anna, seem to be present in the shared music. Instead of the therapist 
being in the lead, Anna is leading in this part of the improvisation supported by the 
therapist’s accompanying play. While the improvisation started from the therapist’s 
music, it gradually moves into the direction of Anna as if the therapist literally ‘gives’ 
the music to Anna. 
Anna’s singing defines the tempo of the music. She has some kind of control on 
what happens musically. Motif a also helps her to do this. This motif is confirmed in the 
therapist’s piano-accompaniment. Although the rhythmic movement is more hesitating 
and fragile here, compared to part A, it seems to be a shared rhythmic movement. The 
tempo is an important parameter: in part B it is calmer, slower than in part A where 
the therapist seems to be more in control. In this part it is more Anna’s tempo, driven 
by her own inner pulsation. This is also illustrated by the nodding of Anna’s head 
and the body-movements: for several moments, Anna and the therapist are moving, 
breathing, phrasing, and nodding almost synchronously. The strong musical coinciding 
between Anna and the therapist makes that I indicated part B as a moment of musical 
resonance (MMR). Both persons are playing together as two independent people in this 
part of the improvisation: Anna seems to recognize the music as coming from herself. 
MoMents of resonance in Musical iMprovisation with persons with severe deMentia
114
She appears as a musicking40 person, by her engagement, by her singing and by the 
rhythm that she moves in. The therapist experiences this moment as very precious. 
From out of the counter-transference, the therapist has the feeling of being proud of 
Anna at this moment. On the one hand, she is marveled by the fact that Anna is able to 
act in a musically adequate way. The therapist associates this feeling of being proud 
with a mother’s smile when her child succeeds in making its first steps alone. At the 
same time, the therapist experiences these moments as self-evident: as if she is making 
music with another musician. Anna presents herself in a very adequate and ‘healthy’ 
way, which is opposite to the patient-position that she has at the unit. 
I interpret the end of the fragment as a confirmation of the MMR: While the thera-
pist introduces the harmonic cadence in bar 13, the upbeat to bar 14 is sung and played 
synchronously by Anna and the therapist. This results in a perfectly shared cadence. 
Anna’s nodding changes from a movement synchronously with the pulsation of the 
music, to a nodding that affirms positively what has sounded and that confirms the end 
of the improvisation. Though, in my understanding, the improvisation continues after 
the last sounding note: the final chord is ‘open’ and the music may post-resonate. For 
the use of this latter term, I describe to De Backer (2008; see 2.2.3.2). This implies 
that the post-resonance in this fragment confirms that something meaningful occurred 
between Anna and the therapist during the improvisation. 
6.1.3.3 fragment a3 (session 5: 2.49-3.49)
Context
Fragment A3 is situated in the fifth and last session with Anna. Just before the start of 
this session, the head nurse informs the therapist about the fact that Anna’s husband 
died in the general hospital due to his physical problems. In addition, he tells the the-
rapist that Anna will be transferred from the unit to a nursing home the next day. The 
therapist is asked not to talk about these things yet with Anna. Her family and the psy-
chiatrist will inform her later. 
The session starts with a piano-improvisation, played by the therapist, with Anna 
sitting next to her. Initially, the improvisation is characterized by a ‘rushed’ tempo and 
a disharmonic, non-transparent structure. After approximately one minute, the mu-
sic slows down and a musical structure appears within a clear harmonic framework. 
Fragment A3 is an excerpt from this latter part, about the third minute of the impro-
visation (Figure 6.7). 
40 Musicking is a term that Small (1998) introduced in an attempt to create a verb of the word 
‘music’, that goes further than only ‘performing’ or ‘making music’. Small defines ‘to mu-
sic’ as: “to take part, in any capacity, in a musical performance, whether by performing, by 
listening, by rehearsing or practicing, by providing material for performance (what is called 
composing), or by dancing… It covers all participation in a musical performance, whether 
it takes place actively or passively, whether we like the way it happens or whether we do 
not, whether we consider it interesting or boring, constructive or destructive, sympathetic or 
antipathetic” (p. 9).
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Factual description
While the therapist is playing the piano, Anna is sitting in a chair close to the piano. 
She shows no sign of intending to play or sing with the therapist. She is holding her 
hands together and has her eyes closed. The small movements of her head and fingers 
seem to be unintentional. Compared to the previous sessions, Anna’s body posture 
is more relaxed and shows less signs of alertness. She seems to be comfortable and 
secure in this position. 
The fragment starts with a melodic theme embedded in a clear harmonic structure. 
In the second part of the fragment, the melody does not continue, but falls apart into 
short motivic cells in a lower register. The music sounds more sober in this part and is 
characterized by sustaining repeated quarter notes in the left hand.
Figure 6.7: Fragment A3 within the context of session 5
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Musical Score 
Figure 6.8: Musical score of fragment A3
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Musical analysis
I discern two parts from the musical analysis: part A: bars 1-8 and part B: bars 9-17 
(Figure 6.8). I indicated part B as an essential moment of meeting. 
Part A: This part consists of one musical sentence of eight bars (2x4 bars) with a clear 
phrasing and within a harmonic structure of c minor. The melody sounds familiar and 
could be part of a very joyful piece, if not tempered by the tempo. The slow but fixed 
tempo and cradling character of the rhythm makes this part of the fragment almost to a 
lullaby. While the melody is initially played in an upper register, there is a movement 
towards the middle register from bar 5 to 8. The left hand follows this movement to 
a lower register by means of a descending bass line. Bar 8 shows a rhythmic change 
in the left hand accompaniment. A sustaining repetition of quarter notes appears, and 
continues in part B.
Part B (essential moment of meeting): The downward movement towards a lower re-
gister on the piano that was introduced in the second half of part A, comes to an end in 
the beginning of this part. The right hand continues its play in the middle register. This 
change in register implicates an important change of the timbre. It is more sober and 
stays more homogeneous during this part. There is no melody anymore, and phrasing 
needs to be situated within a motivic play, and not within a musical structure of four 
or eight bars. Short motifs (mostly only one bar) are laid down each time again which 
gives the illusion as if the tempo drops and the music will stop. At the same time this 
creates a kind of openness. During these moments, the melody stops, but the pulsation 
and movement remain by means of the repeated sustaining quarter notes in the left 
hand. All this occurs in a tempo that is less fixed than in part A. 
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) on a transsubjective level 
From the interpretations and observations of the CRIG, I describe this fragment as an 
illustration of the therapist’s inner conflict. While the music in part A contains the the-
rapist’s frustration of not being allowed to tell Anna what happened to her husband, 
part B implies the therapist’s knowing that the music is telling it anyway. I indicated 
this latter part as an essential moment of meeting. 
The essential moment of meeting in part B, can only occur because of the fact that 
the music contains the therapist’s affect in part A. The music and its containing struc-
ture prevent the therapist from being overwhelmed by her own frustrations, feelings 
of guilt and anger and enables her to play in relation to Anna. The therapist becomes 
more receptive towards Anna and engages in a listening playing. 
This results in part B in a musical and affective resonating of both persons. The mu-
sic in this part is characterized by the fact that the clear musical structure is no longer 
continued. The music that sounds is less ‘familiar’ to the therapist and differs from the 
therapist’s usual style of improvising. I consider this change in style (e.g. the change 
in register and timbre) as a ‘move’ from the therapist towards Anna. 
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The music is allowed to present the loss and grief on a psychic level: the absence is 
allowed to be present. On this level, which can only exist within the transference rela-
tionship, there is a shared awareness of the loss. The psyche of the therapist resonates 
with the psyche of Anna on a musical affective level. I indicated this essential moment 
of meeting as a moment of musical and affective resonance (MMAR). This MMAR im-
plies no mutual interaction, but an inner move from the therapist towards Anna. From 
the interpretations and observations from the CRIG, I link this to the phenomenon of 
transsubjectivity as it is described by Ettinger (2006) and Van Camp and De Backer 
(2012). I discuss this later in more detail (6.5.4, and further). 
The therapist experiences the MMAR in part B as traumatic and peaceful at the 
same time. 
On the one hand she describes the MMAR as that everything seems to come to a 
standstill, as if somebody shouted: “freeze”. This is felt by the therapist on a physical 
level (litteraly being unable to move), but is also illustrated in the music. The therapist 
describes how she experienced this moment as a moment of ‘facing the truth’. It is the 
point at which the therapist on an unconsious, affective level realizes that it makes no 
sense to not reveal the truth to Anna about Lucas’s death. 
On the other hand, the therapist experiences the MMAR as very peaceful. This 
is linked to the fact that the music seems to ‘take over’ and continues its containing 
function. During these moments, the therapist imagines that there is no need to reve-
al the truth to Anna, since the truth is already there in the music. The therapist feels 
how the music acts as a common language between her and Anna. This takes away 
the responsibility from the therapist and her feeling of not being ‘honest’ with Anna. 
How this MMAR cannot be maintained during the subsequent part of the session is 
illustrated in fragment A4. This fragment shows a similar dynamic. 
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6.1.3.4 fragment a4 (session 5: 19.13-24.53)
Context
Fragment A4 is situated in the same session as fragment A3. It shows the last five 
minutes of this session, which is the fifth and last music therapy session with Anna. 
It starts when the therapist is improvising on the piano, an improvisation that was al-
ready going on for five minutes. The silence that follows on the improvisation is also 
part of the fragment (Figure 6.9).
Factual description 
While the therapist is improvising, Anna is sitting next to her in a chair without 
playing herself. She sits in a receptive position with her head down and her eyes clo-
sed. Although a clear musical structure was developed in the improvisation by then, 
the therapist’s musical play sounds rushed and crowded. However, this changes af-
ter approximately 20 seconds when the music falls apart into pieces. Meter, melody, 
harmony and rhythmic patterns disappear. The music stops suddenly and the thera-
pist’s body posture changes into a crouched position similar to Anna’s position. It 
remains silent for the coming minutes. After a while, the therapist raises her head and 
upper body and looks at Anna. Anna also raises her head for some seconds, without 
opening her eyes. After a while, the therapist turns herself towards Anna and takes her 
hands, without saying anything. Anna does not show a visible reaction on this physi-
cal contact. The therapist holds the hands of Anna for some time, then lets them loo-
se. It remains silent until Anna opens her eyes, smiles to the therapist and shrugs her 
shoulders. The therapist invites her to tell what is going on. Anna reacts by taking the 
therapist’s hands and bringing them to her face. The words Anna is saying then are not 
understandable for the therapist.
Figure 6.9: Fragment A4 within the context of session 5
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Musical Score
Figure 6.10: Musical score of fragment A4
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Musical analysis: 
From the musical analysis, I discern three parts in this fragment: part A (bars 1-6) 
presenting a clear musical structure, part B (bars 7-11) where the musical structure 
falls apart and finally part C (bars 12-end) where the silence occurs (Figure 6.10). I 
considered part C as an essential moment of meeting.
Part A: This part consists of a clear melodic motif of two bars, embedded within a 
harmonic structure in c minor. I consider this motif as leitmotiv. It already appeared 
more than once in the previous part of the session, where it had a kind of an anchor-
function during the musical improvisation. In this fragment, this motif appears three 
times. Despite the clear motivic theme, which gives the impression as if it is ‘familiar’ 
music, the therapist’s play on the piano sounds very rushed and crowded. Dynamically, 
the music seems to lead to a peak or climax. The crescendo in bar 4 illustrates this. 
However, the musical development is interrupted in bar 7, the beginning of part B.
Part B: Except from the descending bass-line, the musical theme is not continued any-
more and the musical structure disappears in the beginning of part B. In bars 9 and 10, 
the music seems to ‘collapse’: the timbre changes from a soft touch on the keyboard to 
a more hard, intense and loud sound. Meter, tonality and melody disappear suddenly 
without the end being anticipated by a cadence, or some other way of closing down. 
The therapist just ‘drops’ the music, and let her hands and head do the same.
Part C (essential moment of meeting): The silence appears quite suddenly. It is the 
first time in music therapy with Anna that silence may occur that long (more than four 
minutes). I interpret this silence as that the music continues on an inaudible level, un-
til the moment that the therapist raises her head and turns herself towards Anna. In 
the last part of this fragment, which is also the end of the therapy session, Anna raises 
her head and smiles. The therapist gives her hand to Anna, which she takes in a very 
slow, peaceful tempo. 
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) on a transsubjective level
This fragment shows lots of similarities with fragment A3. I consider the somewhat 
stereotyped music that is sounding at the beginning of this fragment as a ‘defensive’ 
way of playing. The musical style in which the therapist improvises, corresponds with 
her usual way of playing. The clinical notes of the therapist report the internal conflict 
that is going on inside the therapist. This conflict, which is fed by the fact that the the-
rapist is not allowed to tell Anna about the death of her husband, makes it impossible 
for the therapist to play in relation to Anna. Contrary to fragment A3, the music in 
part A of this fragment did not had the same containing function as it had in fragment 
A3. In A3, an interruption of the development of certain musical parameters (melo-
dy, phrasing, and tempo), was sufficient for the therapist to make the move towards a 
listening playing. In this fragment, the music almost needs to be ‘destroyed’ completely. 
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This occurs in part B. I interpret this part as that the therapist seems to realize that 
there is nothing else to say, that it is ‘fake’ to go on in the way she is acting and playing 
in Anna’s presence. The internal conflict seems to get bigger which results in feelings 
of senselessness, impotency and frustration. The therapist wonders what she is doing, 
a confusion that leads to an apotheosis in bars 9 and 10. Intuitively, the therapist gives 
up on searching in the music, destroys what she plays, and almost literally ‘drops’ the 
music. This is the moment where the silence appears (part C). 
I considered the silence in part C as an essential moment of meeting. Within the 
silence, in the post-resonation, the ‘real’ music sounds, though inaudible. Anger and 
frustration get less and the therapist is more into resonance with herself in relation to 
Anna. The silence allows the therapist to make an inner move towards Anna on a trans-
subjective level. On this level, a connection between both persons on a psychic level 
may occur without the need for a reaction of Anna. The loss can be shared within this 
moment of meeting. I indicated this moment as a MMAR. The MMAR presents the 
loss in a very ‘pure’ form, and is experienced by the therapist as extremely intimate. 
Although this intimacy between the therapist and Anna cannot be seen visually, the 
therapist has the feeling of being strongly connected to Anna. She experiences this al-
most in a physical way, as if she is literally attached to Anna. I interpret the fact that 
the therapist takes up a same body posture than Anna and the physical contact that 
occurs at the end of this fragment, as an illustration of this.
Later, when seeing the video-fragment again, the therapist associates the intimacy 
of this fragment with an own personal experience that she had when she witnessed the 
dying process of a family member: On the one hand, she experienced this moment as 
extremely beautiful and was honored that she could witness this. Though on the other 
hand, she had the feeling that she was an intruder: as if the moment of dying was too 
pure, too intense for her being present there. 
The movement of taking each other’s hand at the end of this fragment, happens 
quietly, slowly and in a peaceful tempo. I consider this as a continuation on a physical 
level, an externalization of what went on in the silence: a cross-modal move from an 
(inaudible) musical touch to a physical touch, a move from being touched to touching 
each other. Within this physical movement, Anna seems to show what it is all about: 
the loss can be shared.
6.1.4 synthesis of case stuDy anna
6.1.4.1 comparison of the selecteD fragments
In Table 6.2 I display the main properties of all four essential moments of meeting, to 
make some comparisons. I used the same categories from the purposive sampling-pro-
cedure: music, relationship (intra- and interpersonal), physical aspects and interven-
tions. Since fragment A3 and A4 show clear similarities, I present the findings from 
both fragments together. 
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Music: In three out of four essential moments of meeting (A1, A3, A4) there is a rup-
ture in the development of most of the musical parameters. Especially with regard to 
melody, rhythm, phrasing, pulse and harmony, the ongoing musical development stops 
at a certain moment or is absent from the beginning. Fragment A2 is thus a little bit 
different: the music in this fragment shows a clear musical structure.
The musical parameters timbre, dynamics, tempo and register, show similarities over 
the four fragments. With regard to these parameters, I noticed a movement towards a 
more sober and subtle musical play. I interpret this as a movement from the therapist 
towards Anna. In fragment A4, where I interpreted the silence as ‘inaudible music,’ 
we can indicate ‘a peak’ in soberness and subtleness. 
I also consider the merging of the timbres of therapist and Anna as being of crucial 
importance. The meaning of this is interpreted with regard to the relationship, as shown 
in the following categories.
Relationship: With regard to the intra-personal relationship, my interpretations of all 
four fragments have in common that Anna recognizes the music from the improvisa-
tions as being ‘her’ music. While Anna seems to be contained by the music in fragments 
A1, A3 and A4, she presents herself in a more active way in fragment A2. 
On the side of the therapist it is mainly my interpretation of a psychic movement 
towards Anna that comes to the foreground. In fragments A1, A3 and A4, I described 
this on a psychic as well as musical level; in fragment A2, I only indicated this as oc-
curring on a musical level. It is also in this latter fragment that Anna can present herself 
more as an independent subject, compared to the other three fragments.
One major difference with regard to the category of interpersonal relationship, was 
that I indicated fragment A3 as containing a MMR, while the other three fragments 
implied a MMAR. In fragments A3 and A4 Anna was being in a more receptive posi-
tion compared to fragment A1 and A2. In these latter fragments, a musical interaction 
was visible between the therapist and Anna. With regard to fragments A3 and A4, I 
made the interpretation that the MMAR occurred on a transsubjective level because 
of the absence of a mutual interaction. In none of the four fragments there was verbal 
contact. Eye contact was only noticeable in fragment A2. With regard to the physical 
contact, fragment A4 implied an important moment which I interpreted as a shift in 
modalities from a musical touch to a physical touch. 
Physical aspects: Besides this interesting physical movement in fragment A4, the se-
lected fragments show a similarity in a way that there are only few, or small move-
ments. Therefore, I connect this domain of categories to the musical one in their 
subtlety and soberness. Again it is fragment A2 that jumps out because of its clear 
synchronous movements that I could observe. 
Interventions: In all four essential moments, the therapist’s musical interventions im-
ply a shift towards the occurrence of more musical sobriety and less musical devel-
opment, or the appearance of moments of silence. For two fragments that contained 
a MMAR (A1, A3), this implied that the therapist unconsciously took up a specific 
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listening attitude: the listening playing. In the MMR (A2), the therapist accompanied 
Anna on a merely musical level. 
Anna on her side, mostly continues what she is doing: joining the therapist in 
singing or playing in fragments A1 and A2, or keeping up a receptive position in frag-
ments A3 and A4.  
 
 Fragment A1 Fragment A2 Fragment A3-A4 
Music 
• musical development 
stops 
• interruption or 
fragmentation 
• more sober and subtle 
• music itself is ‘in the 
lead’ 
• musical structure 
 
• synchronous 
moments 
• more sober and 
subtle 
• musical development stops  
 
• interruption or fragmentation 
• inaudible music in silence (A4) 
• more sober and subtle 
• music itself is ‘in the lead’ 
 
Intrapersonal 
contact 
• Anna: recognizes music 
as ‘her’ music  
• music/silence contains 
 
• th.: psychic/musical  
movement towards 
Anna 
• Anna: recognizes 
music as ‘her’ music  
• more present in the 
music 
• th.: musical 
movement towards 
Anna 
• Anna: recognizes music as ‘her’ 
music  
• music/silence contains 
 
• th.: psychic/musical movement 
towards Anna 
Interpersonal 
contact 
• MMAR 
• Anna exists only in 
relation to the therapist 
and by recognizing the 
music  
• no eye-contact 
 
• MMR 
• Anna exists by 
recognizing the 
music  
 
• eye-contact 
 
• MMAR - transsubjectivity 
• Anna exists only in relation to the 
therapist and by recognizing the 
music  
 
• no eye-contact 
• A4: shift from musical to physical 
touch 
Physical 
aspects 
• unnoticed (therapist’s 
experience of being 
‘frozen’) 
• synchronicity in 
physical movements 
and breathing 
•  continues 
movements  
• unnoticed (therapist’s experience 
of being ‘frozen’) 
Interventions 
• Anna: one-hand piano-
play 
 
• Th.: allows music to 
lead (unconsciously!) – 
listening playing 
• Anna: sings solo 
 
 
• Th.: accompanies 
Anna musically 
• Anna: receptive position, allows 
silence 
• takes therapist’s hand 
• Th.: allows (inaudible) music to 
lead (unconsciously!)  
• listening playing (A3) 
 
Figure 6.2: Characteristic differences of the selected essential moments of meeting in the 
case study of Anna
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6.1.4.2 conclusions on case stuDy anna
With regard to the research question of this study, I derived eight conclusions from 
the case study of Anna. These however, are preliminary and only applying to this case 
study.              
1.The moments that I pointed out as being most illustrative for the presence of an 
essential moment of meeting between the music therapist and Anna, are all nomi-
nated as moments of resonance after analysis. I considered resonance as occurring 
on two different levels: a musical level and an affective level. While fragment A2 
only contains a moment of musical resonance (MMR), I considered the other three 
fragments as moments of musical and affective resonance (MMAR).
2.All selected essential moments of meeting occur within the context of musical 
improvisation or during a moment of silence (A4). I interpreted the moment of si-
lence in fragment A4 as a prolongation of the improvisation that preceded it, and 
thus as part of the musical improvisation, with the same modalities as ‘music’. 
3. Neither the MMR or the MMAR imply that both Anna and the therapist have to 
sing or play to participate in the musical improvisation. With regard to fragments 
A3 and A4, I considered Anna’s receptive listening in the four fragments as part 
of the musical improvisation. As stated before, the music that sounds in these 
fragments is the music of ‘both’ persons, not only representing the therapist (who 
plays). For that reason I interpret the term ‘participation’ in a broader context.
4. MMAR are characterized by an intensity on an affective level: All three MMAR 
are experienced by the therapist as being very intense and precious. The therapist 
experiences how something important and special is going on, though only on an 
affective level, not ready for words. It is only after the session, when seeing the 
moments again, that she can describe these moments verbally. Adjectives that are 
used then by the therapist are: ‘fragile’, ‘volatile’, ‘beautiful’, ‘pure’, ‘intense’, 
and even ‘traumatic’. It is striking that both ‘beautiful’ and ‘traumatic’ are used 
within the same context: two extremes that are closely connected to each other on 
an affective level. The intensity of an MMAR is closely related to another charac- 
teristic, that I describe in following point. 
5. MMAR imply an experience of being ‘frozen’ on the therapist’s side: This is the 
association that the therapist makes to describe her experience of the MMAR in 
fragment A3. Though, the word ‘frozen41’ fits all three MMAR. The therapist’s 
feeling of being ‘frozen’ is closely connected to the ‘traumatic’ character of the 
experience and occurs on different levels: physically, emotionally and musically. 
Although the MMAR occur in time and space, the therapist has the feeling as if 
time stands still during these particular moments. There is no thinking involved, 
no feeling, and no imagination. Remarkable is the fact that this standstill also oc-
curs in the music: in all three MMAR, the development of a clear musical structure 
is interrupted or the musical structure even falls apart. In my understanding, this 
does not mean that the music ‘stops’, but it continues on a more primitive level, 
41 The word ‘frozen’ in this context only refers to the fact that there is no movement anymore.
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in the absence of a musical structure. Musical parameters that are essential from 
this perspective are register, dynamics, tempo, phrasing and silence. 
6. Another recurring characteristic of the three MMAR is that I described them as 
extremely intimate with regard to the therapeutic relationship. The therapist ex-
periences a connectedness with Anna within these moments on an affective level. 
Though also on a physical level, the therapist feels bodily connected to Anna, as 
discussed in fragment A4. In this fragment, the therapist makes the association 
with a personal experience, which clearly illustrates the experience of intimacy. 
7. MMAR may occur on a transsubjective level. This is the case for the MMAR 
that occur in fragment A3 and A4. I considered both MMAR as a result from the 
unintentional inner move from the therapist towards Anna and Anna’s recepti-
vity towards the therapist’s psychic approach. Although I indicated a sharing of 
the affective states of Anna and the therapist, there is no mutuality between both 
persons in fragments A3 and A4. I consider the absence of mutuality not from a 
visible point of view, but merely on a latent, invisible, and psychic level. It was of 
great importance that the therapist could come into resonance with herself before 
making this shift towards Anna. In my understanding, it is the musical improvisa-
tion that preceded the MMAR, that allowed this to happen.
8. MMR and MMAR imply an intimacy on a musical level. All four essential mo-
ments of meeting had in common that there was a movement from a clear musical 
structure, to a musical play in which many of the musical parameters get more so-
ber and subtle. I interpreted this shift as a change from the music therapist playing 
in her own style of music to a musical play in which the music of Anna may 
sound. When the therapist improvises in her own style of music, I would say that 
the therapist is in the lead, while in the other case it is the music that seems to guide 
the improvisation. The shift from one musical style to another is not a conscious 
intervention of the therapist but happens intuitively. Therefore, I considered the 
musical improvisation that anticipated the essential moments of meeting as being 
crucial: it allows the therapist to give form to her own disturbances that appeared 
within the countertransference-relationship. By improvising in the first instance, 
the therapist lets the music contain her own emotions. The therapist can adopt 
then a more receptive position in her playing (listening playing) which implies 
an inner movement towards the person with dementia. I dare to conclude that all 
selected essential moments occur because of the fact that the music can take over. 
Nevertheless there is a difference between fragments A1, A3, A4 (MMAR) and 
fragment A2 (MMR): This latter fragment shows how on several domains, syn-
chronous interventions occurred between the therapist and Anna: as well in physi-
cal movement as in breathing as in the music. Although the music gets more sober 
and subtle in all of the four fragments, the musical structure remains in fragment 
A2, while it breaks down in the other fragments. 
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6.2 case study betty
6.2.1 introDucing betty
Betty is an 83-year old lady who was diagnosed with dementia of the Alzheimer type 
nine years ago. Since then, she lived with her daughter who took care of her. In the last 
year before her admission to the unit, Betty did not recognize her daughter anymore 
and developed severe BPSD. Betty showed aggressive behavior towards her daughter 
that made the situation at home no longer safe. The daughter arranged a temporary stay 
in a nursing home for her mother, to demine the situation and to get some respite for 
herself. In the nursing home the BPSD worsened. Betty was very agitated, aggressive 
towards other residents, and tried to escape from the ward multiple times. Since the 
situation became too unsafe for Betty and the other residents, Betty got referred to the 
psychiatric unit for persons with dementia and BPSD.
At the unit, Betty presents herself as a demanding lady. She regularly behaves ag-
gressively towards the nurses and other patients. It is difficult to communicate with 
Betty since her perception of language is severely disturbed. She also shows some 
symptoms of depression and anxiety. Betty is given a score of 8/30 on the MMSE. 
She is severely disoriented in time, persons and place. She is able to reproduce infor-
mation immediately, but is incapable of storing this information in long-term memory. 
Attention and working memory are also disturbed. Betty has mild visual impairments 
and insulin-dependent diabetes mellitus, for which she is treated pharmacologically.
In addition to anti-Alzheimer medication, a pharmacological treatment with anti-
depressants and anti-psychotic medication is also prescribed to suppress BPSD. Betty 
is invited for individual music therapy, occupational group therapy and psychomotor 
therapy.
After an observation period of three weeks, the multi-disciplinary team advises a de-
finite referral to the nursing home. The daughter shares this idea and after almost three 
months, the BPSD decreased in such a way that Betty can be re-transferred to the nur-
sing home. By the time of dismissal, Betty has taken part in ten music therapy sessions.
6.2.2 music therapy treatment (10 sessions)
6.2.2.1 overview of the music therapy treatment anD 
impression of session 1
Betty’s entire music therapy treatment consisted of ten sessions, each given its own 
title by the music therapist. In table 6.3, I show a comprehensive description of the first 
session with Betty, to give an impression. Out of the ten music therapy sessions with 
Betty, I purposively selected three sessions for a profound analysis: session 1, 5, and 8.
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Session 1:  Searching, trying, pushing, denying…
Session 2:  First moments of visible and audible contact
Session 3:  Searching for a repetition of what happened earlier
Session 4:  “I don’t feel like coming to music therapy”
Session 5: Meeting in music and movement
Session 6:  ‘Feel-good music’
Session 7:  Allowing Betty to come and go
Session 9:  Clipping the wings of playfulness
Session 10:  Relying on a feeling of basic trust
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m
us
ic
	  t
og
et
he
r	  
th
at
	  c
am
e	  
to
	  
th
e	  
fo
re
gr
ou
nd
	  h
er
e.
	  I	  
ig
no
re
d	  
Be
6
y’
s	  
ne
ed
s,
	  w
is
he
s	  
an
d	  
ca
pa
bi
li=
es
	  a
t	  
th
at
	  m
om
en
t.
D
ur
in
g	  
th
is
	  im
pr
ov
is
a=
on
,	  t
he
	  t
he
ra
pi
st
	  ‘s
ho
w
s’
	  t
he
	  p
a=
en
t	  
ho
w
	  it
	  w
or
ks
.	  H
er
	  m
us
ic
al
	  p
la
y	  
so
un
ds
	  v
er
y	  
‘b
as
ic
’	  a
s	  
if	  
sh
e	  
w
an
ts
	  t
o	  
sa
y	  
to
	  B
e6
y:
	  ‘y
ou
	  c
an
	  d
o	  
th
is
	  a
s	  
w
el
l’.
	  
N
ev
er
th
el
es
s,
	  p
ar
=
ci
pa
=
ng
	  in
	  t
he
	  im
pr
ov
is
a=
on
	  is
	  t
oo
	  
di
ﬃ
cu
lt
	  fo
r	  
Be
6
y	  
at
	  t
hi
s	  
po
in
t.
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In
	  t
he
	  s
ile
nc
e	  
th
at
	  fo
llo
w
s	  
on
	  t
he
	  im
pr
ov
is
a=
on
,	  t
he
	  t
he
ra
pi
st
	  t
ak
es
	  h
er
	  
so
ng
bo
ok
	  w
it
ho
ut
	  s
ay
in
g	  
an
yt
hi
ng
.	  
I	  a
m
	  s
ea
rc
hi
ng
	  fo
r	  
ot
he
r	  
w
ay
s	  
to
	  ‘r
ea
ch
’	  B
e6
y.
	  I	  
un
de
rs
ta
nd
	  
th
e	  
la
ck
	  o
f	  v
er
ba
l	  i
nt
er
ac
=
on
	  a
s	  
m
y	  
ow
n	  
de
fe
ns
e	  
ag
ai
ns
t	  
th
e	  
co
nf
ro
nt
a=
on
	  w
it
h	  
Be
6
y’
s	  
co
gn
i=
ve
	  im
pa
ir
m
en
ts
	  o
n	  
th
e	  
on
e	  
ha
nd
	  a
nd
	  t
he
	  r
is
k	  
fo
r	  
a	  
re
je
c=
on
	  o
n	  
th
e	  
ot
he
r	  
ha
nd
.
Th
e	  
si
le
nc
e	  
se
em
s	  
to
	  c
re
at
e	  
a	  
sp
ac
e	  
fo
r	  
Be
6
y	  
an
d	  
th
e	  
th
er
ap
is
t	  
to
	  t
al
k	  
w
it
h	  
ea
ch
	  o
th
er
.	  N
ev
er
th
el
es
s,
	  t
he
	  
th
er
ap
is
t	  
m
ak
es
	  a
	  v
er
y	  
qu
ic
k	  
tr
an
si
=
on
	  t
o	  
th
e	  
so
ng
-­‐s
in
gi
ng
.	  
Sh
e	  
gi
ve
s	  
on
	  im
pr
ov
is
in
g	  
to
o	  
so
on
?
Th
e	  
th
er
ap
is
t	  
st
ar
ts
	  s
in
gi
ng
	  ‘Q
ue
	  s
er
a	  
se
ra
’.	  
Be
6
y’
s	  
ey
es
	  a
re
	  fo
cu
se
d	  
on
	  t
he
	  
so
ng
bo
ok
.	  E
xc
ep
t	  
fo
r	  
th
e	  
no
dd
in
g	  
at
	  t
he
	  e
nd
	  o
f	  t
he
	  s
on
g,
	  s
he
	  d
oe
s	  
no
t	  
sh
ow
	  a
ny
	  
re
ac
=
on
.
I	  h
av
e	  
th
e	  
fe
el
in
g	  
th
at
	  I	  
am
	  r
an
do
m
ly
	  lo
ok
in
g	  
fo
r	  
a	  
w
ay
	  t
o	  
ge
t	  
an
y	  
re
ac
=
on
	  fr
om
	  B
e6
y.
Th
e	  
th
er
ap
is
t	  
w
an
ts
	  t
o	  
br
in
g	  
Be
6
y	  
in
	  s
om
e	  
ki
nd
	  o
f	  
m
ov
em
en
t.
	  T
o	  
ob
ta
in
	  t
hi
s,
	  s
he
	  m
ov
es
	  h
er
	  b
od
y	  
al
on
g	  
w
it
h	  
th
e	  
m
us
ic
.	  B
e6
y	  
on
	  t
he
	  o
th
er
	  h
an
d,
	  s
it
s	  
co
m
pl
et
el
y	  
s=
ll,
	  
ex
ce
pt
	  fr
om
	  t
he
	  n
od
di
ng
	  a
t	  
th
e	  
en
d.
Th
e	  
th
er
ap
is
t	  
co
n=
nu
es
	  w
it
h	  
an
ot
he
r	  
so
ng
:	  ‘
La
	  v
ie
	  e
n	  
ro
se
’.	  
Be
ca
us
e	  
of
	  t
he
	  
di
ﬃ
cu
lt
y	  
of
	  t
he
	  s
on
g,
	  t
he
	  t
he
ra
pi
st
	  is
	  fo
cu
se
d	  
on
	  t
he
	  s
co
re
,	  m
or
e	  
th
an
	  o
n	  
Be
6
y.
Th
e	  
di
ﬃ
cu
lt
	  s
on
g	  
se
em
s	  
to
	  il
lu
st
ra
te
	  w
ha
t	  
is
	  g
oi
ng
	  o
n	  
fo
r	  
m
e	  
in
	  t
he
	  s
es
si
on
:	  t
ry
in
g	  
di
ﬀ
er
en
t	  
th
in
gs
	  w
it
h	  
th
e	  
ri
sk
	  fo
r	  
fa
ili
ng
.
W
it
h	  
th
is
	  s
on
g,
	  b
ut
	  a
ls
o	  
w
it
h	  
th
e	  
pr
ev
io
us
	  s
on
g	  
an
d	  
th
e	  
m
us
ic
al
	  im
pr
ov
is
a=
on
	  fr
om
	  t
he
	  b
eg
in
ni
ng
	  o
f	  t
he
	  s
es
si
on
,	  
th
e	  
th
er
ap
is
t	  
pr
es
en
ts
	  h
er
se
lf	  
to
	  B
e6
y.
	  
Im
m
ed
ia
te
ly
	  a
Q
er
	  t
hi
s	  
so
ng
,	  B
e6
y	  
sa
ys
:	  “
I	  c
an
’t
”.
	  T
he
	  t
he
ra
pi
st
	  t
ri
es
	  t
o	  
de
ve
lo
p	  
a	  
co
nv
er
sa
=
on
	  t
o	  
ex
pl
or
e	  
th
es
e	  
w
or
ds
,	  b
ut
	  m
ee
ts
	  B
e6
y’
s	  
co
gn
i=
ve
	  r
es
tr
ai
nt
s	  
to
	  
m
ak
e	  
th
is
	  h
ap
pe
n.
I	  i
nt
er
pr
et
	  B
e6
y’
s	  
w
or
ds
	  a
s	  
an
	  a
6
em
pt
	  t
o	  
in
di
ca
te
	  t
ha
t	  
sh
e	  
do
es
	  n
ot
	  k
no
w
	  h
ow
	  t
o	  
pl
ay
	  m
us
ic
	  o
r	  
to
	  s
in
g.
Th
e  
be
gi
nn
in
g  
of
  t
he
  fo
llo
w
in
g  
im
pr
ov
is
aH
on
  s
ou
nd
s  
di
ﬀ
er
en
t:
  le
ss
  c
ro
w
de
d  
an
d  
m
or
e  
sp
ac
io
us
.  T
hi
s  
co
nH
nu
ou
s  
fo
r  
ap
pr
ox
im
at
el
y  
on
e  
m
in
ut
e.
  B
eO
y  
do
es
  
no
t  
re
ac
t  
an
d  
lo
ok
s  
at
  t
he
  h
an
ds
  o
f  t
he
  t
he
ra
pi
st
  a
t  
th
e  
ke
yb
oa
rd
.  [
FR
A
G
M
EN
T  
1:
  1
6’
19
”-­‐
17
’4
6”
]
I  a
m
  le
ss
  ‘a
cH
ve
’  d
ur
in
g  
th
is
  im
pr
ov
is
aH
on
.
Th
e  
im
pr
ov
is
aH
on
  s
ou
nd
s  
co
m
pl
et
el
y  
di
ﬀ
er
en
t  
fr
om
  t
he
  
ﬁr
st
  o
ne
.  I
t  
is
  m
or
e  
‘o
pe
n’
  a
nd
  s
us
ta
in
ed
.  I
t  
is
  m
or
e  
a  
‘li
st
en
in
g  
pl
ay
’  t
ha
t  
th
e  
th
er
ap
is
t  
pl
ay
s  
he
re
.  T
he
re
  is
  a
  
m
om
en
t  
of
  m
ee
H
ng
  o
n  
a  
tr
an
ss
ub
je
cH
ve
  le
ve
l.
A
Q
er
	  a
pp
ro
xi
m
at
el
y	  
on
e	  
m
in
ut
e,
	  t
he
	  m
us
ic
	  g
ra
du
al
ly
	  m
ov
es
	  t
ow
ar
ds
	  t
he
	  d
eﬁ
ne
d	  
st
yl
e	  
of
	  m
us
ic
	  t
ha
t	  
al
re
ad
y	  
so
un
de
d	  
in
	  t
he
	  t
w
o	  
ﬁr
st
	  im
pr
ov
is
a=
on
s	  
of
	  t
he
	  
se
ss
io
n.
	  In
	  t
he
	  m
ea
n	  
=
m
e	  
it
	  s
ee
m
s	  
as
	  if
	  B
e6
y	  
fe
ll	  
as
le
ep
.	  
It
	  is
	  n
ot
	  c
le
ar
	  t
o	  
m
e	  
if	  
Be
6
y	  
is
	  s
le
ep
in
g	  
or
	  n
ot
.
It
	  is
	  t
oo
	  m
uc
h	  
fo
r	  
th
e	  
th
er
ap
is
t.
	  It
	  is
	  im
po
ss
ib
le
	  t
o	  
m
ai
nt
ai
n	  
th
e	  
pr
ev
io
us
	  m
om
en
t	  
an
y	  
lo
ng
er
.	  T
he
	  t
he
ra
pi
st
	  t
ak
es
	  s
om
e	  
m
or
e	  
di
st
an
ce
	  fr
om
	  B
e6
y	  
(p
sy
ch
ic
al
ly
).
	  T
he
	  t
he
ra
pi
st
	  is
	  
m
or
e	  
lis
te
ni
ng
	  t
o	  
th
e	  
m
us
ic
	  t
he
n	  
to
	  B
e6
y	  
fr
om
	  t
hi
s	  
m
om
en
t	  
on
.	  
A
Q
er
	  t
he
	  im
pr
ov
is
a=
on
,	  t
he
	  t
he
ra
pi
st
	  le
an
s	  
to
w
ar
ds
	  B
e6
y	  
to
	  m
ak
e	  
ey
e	  
co
nt
ac
t	  
an
d	  
to
	  e
xp
la
in
	  t
ha
t	  
th
e	  
se
ss
io
n	  
is
	  ﬁ
ni
sh
ed
.	  T
he
	  t
he
ra
pi
st
	  h
as
	  t
o	  
si
m
pl
ify
	  h
er
	  
w
or
ds
	  s
ev
er
al
	  =
m
es
,	  b
ef
or
e	  
Be
6
y	  
un
de
rs
ta
nd
s.
Th
e	  
th
er
ap
is
t	  
ac
co
m
pa
ni
es
	  B
e6
y	  
fr
om
	  t
he
	  t
he
ra
py
	  r
oo
m
	  t
o	  
th
e	  
liv
in
g	  
ro
om
	  o
f	  
th
e	  
un
it
.	  W
he
n	  
sh
e	  
in
vi
te
s	  
he
r	  
fo
r	  
an
ot
he
r	  
se
ss
io
n	  
in
	  a
	  fe
w
	  d
ay
s,
	  B
e6
y	  
sh
ru
gs
	  
he
r	  
sh
ou
ld
er
s.
I	  f
ee
l	  r
ej
ec
te
d	  
by
	  t
he
	  s
hr
ug
gi
ng
.
T
ab
le
 6
.3
: 
C
om
pr
eh
en
si
ve
 d
es
cr
ip
ti
on
 o
f 
th
e 
fir
st
 m
us
ic
 t
he
ra
py
 s
es
si
on
 w
it
h 
ca
se
 s
tu
dy
 B
et
ty
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6.2.2.2 summary of betty’s music therapy treatment from 
a clinical point of view
Except for some anamnestic data that are presented by Betty’s arrival at the unit, the 
therapist does not know much about Betty by the start of the music therapy treatment. 
This does not change much during the course of her admission. Betty only shows very 
little of herself, of who she is, and how she feels. One characterizing feature that co-
mes to the foreground, is the way Betty expresses herself verbally. She talks in a very 
direct and unsubtle way, even showing some brutality. This contrasts with her calm 
way of being and acting in the session. It happens that the therapist intuitively takes 
over Betty’s way of talking. This seems to be an attempt to reach Betty by approaching 
her at a same verbal level.
Initially, the music therapist has a desire to let Betty participate actively in musical 
improvisations. Though, the therapist often gets confronted by the opposite result. By 
persistently trying to motivate Betty to join her in musical improvisation, she does not 
create an open musical space for Betty to participate. In song-singing, it occurs now 
and then that Betty spontaneously starts to sing along with the therapist. 
During the course of the music therapy treatment, the therapist learns to accept that 
moments of musical interaction with Betty cannot be predicted, nor can be controlled 
by herself. Gradually, the therapist can allow more space for Betty to participate in the 
session in her own particular way. This results in more moments of meeting between 
her and Betty, although these do not always occur on a strictly musical level. Movement 
turns out to be an important modality within the therapeutic contact. The way Betty 
handles the instruments for example, is in a more sensorimotor than musical way. 
At the time that session 10 takes place, Betty obviously feels much better and shows 
a significant decrease of BPSD at the unit. It is no surprise to the therapist that Betty 
is declared to be ‘ready for dismission’ by the interdisciplinary team. Some days later, 
Betty moves to a nursing home. Unfortunately, the speed in which this transfer is ar-
ranged, does not allow the therapist to anticipate the end of the music therapy treatment 
and to say goodbye to Betty in a proper therapeutic way.
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6.2.3 selecteD fragments case stuDy betty
Out of sessions 1, 5 and 8, I selected three fragments which I considered as containing 
an essential moment of meeting (Fig. 6.11). 
Figure 6.11: Three selected fragments (caes study Betty)
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6.2.3.1 fragment b1 (session 1: 16.19-17.46)
Context:
I selected fragment B1 from the first session with Betty. The therapist starts the ses-
sion by playing two improvisations on the piano. In the mean time, she continuously 
invites Betty to participate in the music, without any ‘success’. This goes on when the 
therapist proceeds with singing some well-known songs. During the last song (‘La vie 
en rose’), the therapist has -due to the technical difficulty of the song- to concentrate on 
the musical score and is less focusing on Betty. Besides that, it is impossible for Betty 
to join in singing, because the register in which the therapist is singing, is very high. 
Fragment B1 starts in the silence that appears after ‘La vie en rose’. The therapist 
lays her songbook aside and prepares for a new improvisation on the piano. This im-
provisation will last for four and a half minutes. The selected fragment is the transi-
tion to the improvisation and approximately one minute of the improvisation itself 
(Figure 6.12).
Factual description:
Betty and the therapist are sitting next to each other at the piano, the therapist at the 
left side, Betty at the right side. They are sitting very near to each other and Betty is 
slightly leaning towards the therapist. The therapist looks at Betty now and then, but 
there is no eye contact during the entire fragment. Without saying anything, the the-
rapist lays the songbook on top of the piano and closes the music-stand of the piano. 
She looks at Betty and starts to improvise instrumentally. She plays some open chords 
in her right hand in the middle register of the piano. After these three open chords, the 
therapist’s head is directed more towards the piano. She stops looking at Betty, and 
adds a bass tone in her left hand. From then on, the music, which sounds very ‘spa-
cious’ and transparent, gets some pulse, though in a rubato-style. The sober melody 
that starts to develop in the right hand, is played very slowly and each note resonates. 
The left hand accompanies in the same sober style, in the beginning mostly within the 
tonal framework of Bes major. After approximately 45 seconds (bar 11), the music 
gradually changes towards a clear melody, a strict tempo and a predictable harmonic 
accompaniment at the end of this fragment. During the entire fragment, Betty does not 
show any reaction. She hardly moves. Only her eyes seem to follow the position of the 
therapist’s hands on the keyboard.
Figure 6.12: Fragment B1 within the context of session 1
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Musical Score
Figure 6.13: Musical score of fragment B1
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Musical analysis:
From the analysis, I discern three parts in this fragment (Figure 6.13). Part A compri-
ses the start of the improvisation up to bar 14. I consider this first part as containing an 
essential moment of meeting. Part B goes from bar 14 to bar 18 and can be seen as a 
transition from part A to part C. Part C starts at bar 18 and is continued in the impro-
visation that goes on for another three minutes after the end of the fragment.
Part A (essential moment of meeting): This part comprises the beginning of the impro-
visation. The therapist starts with three open Bes-chords, each of them slightly varied. 
In bar 4, a bass tone precedes the fourth chord, and acts as a transition to bar 5. From 
there, a sober melody appears in the right hand. The G minor key leads to D major in 
bar 7, which will be the main key for the rest of the improvisation. Already from the 
beginning of part A, the tempo is very slow and can be characterized as a molto rubato. 
Several pedal points imply moments of phrasing. These provide the music transparency 
despite the therapist’s use of the right pedal. The slow tempo, the phrasing, and the soft 
and gentle timbre are striking for this part. The dynamic range goes from p until mp, 
with only subtle crescendos and decrescendos in between. The music does not have a 
clear direction in this part of the improvisation. Although there is a kind of harmonic 
structure and a continuity in style and timbre, the music does not show an explicit 
musical structure. All this results in a dreamy atmosphere in part A of this fragment.
Part B: This part only comprises four bars and can be considered as a transition from 
part A to part C. Most striking in part B is the movement that appears in the left hand 
accompaniment. The tempo in this part is steadier and the rubato-style has almost 
completely disappeared. There is no real melody noticeable in the right hand. The 
chord-notes that are played in the right hand take over the function of the sustaining 
left hand from part A. Although the timbre stays soft and gentle, the dynamics range 
from mp to mf. Together with the semi-quavers in the left hand, this results in a more 
agitated atmosphere.
Part C: In part C a musical structure is installed. The right hand plays a clear and tonal 
melody in the key of D major. The left hand accompanies within the harmonic structure 
that was already installed. The soft and gentle timbre also remains in this part, though 
the touch is much more direct compared to the dreamy sound of part A. The agitated 
atmosphere of part B disappears and makes room for a clear musical style in which 
the therapist continues playing for the rest of the improvisation. 
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) on a transsubjective level 
I indicated part A of this fragment as an essential moment of meeting. The improvisa-
tion that is started in this part, is preceded by multiple attempts of the therapist to let 
Betty participate actively in the musical improvisations or in the song-singing. Though, 
the therapist’s desire that the evocative power of the music would provoke some rea-
ction from Betty, is not fulfilled. By singing the last well-known song (‘La vie en rose’), 
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some space is created. Since the therapist does not know the song that well, she needs 
to focus on the musical score in order to be able to perform the song in a proper way. 
For that reason, her attention is less directed towards Betty’s possible reactions. The 
fact that the therapist has less compelling expectations towards Betty, creates a space 
that keeps remained in the silence after the song and in the beginning of the musical 
improvisation. I interpret this space as that the therapist unconsciously realizes that 
it makes no sense of trying to persuade Betty to sing along or to join her in the musi-
cal improvisations. The therapist does not get any reaction from Betty in this session. 
She is sitting motionless, without any visible expression. This means that the therapist 
has nothing to rely on in the improvisation that starts in part A. The therapist knows 
nothing about Betty at this point and can only rely on what happens in the here and now. 
This time, the therapist does not invite Betty verbally to join her in her musical play. 
In part A, the therapist improvises in a different style, in which timbre, dynamics 
and tempo are the most important musical parameters. Every note may resonate, and 
the phrasing that occurs in the music can literally be linked to the breathing space that 
the therapist experiences during this fragment. The ‘lightness’ and soberness of tim-
bre, dynamics and tempo have priority to the development of a musical structure. The 
therapist’s desire of making music together with Betty, changes towards a therapeutic 
listening attitude that allows the therapist to come into resonance with Betty both af-
fectively and musically. The therapist’s listening playing captures the here and now 
and brings the therapist and Betty together in a shared musical space. I consider this 
as an MMAR. In my understanding, there is a movement from the therapist towards 
Betty on a psychic level, that results in a shared space, though without a mutual re-
sponse from Betty. 
Although this moment is experienced as being very intense for the therapist, she 
also feels liberated: as if nothing ‘has to occur’ and the music may fully sound in the 
way it does. There is no need for Betty to react in the concrete meaning of the word. 
It is on a transsubjective level that Betty may exist and take part within this MMAR.
In part B, the movement that appears in the left hand accompaniment illustrates 
the fact that the therapist is leaving her listening play. Part B should be considered as 
a transition towards part C in which the musical structure has priority on the timbre, 
dynamics and tempo of the music. The therapist improvises in a style, that is very clo-
se to her own personal style of improvising. I consider this change in style as that the 
therapist is moving away from Betty. I think that the reason why this happens can be 
interpreted two-fold: on the one hand, part A has such a high intensity, that it is not 
bearable for the therapist to continue this any longer. On the other hand, it is difficult 
for the therapist to maintain this listening play without any input, reaction or informa-
tion from Betty’s part. 
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6.2.3.2 fragment b2 (session 5: 29.04-30.38)
Context:
Fragment B2 is situated in the fifth session with Betty. The therapist started the session 
by playing an improvisation on the piano for Betty, followed by both of them singing 
two well-known songs. The therapist sings a third song alone, since it is less famili-
ar to Betty. Then the therapist suggests Betty for the first time to improvise on other 
instruments than the piano. This results in two musical improvisations. The selected 
fragment is an excerpt from the second improvisation. The therapist is playing on the 
piano and offers Betty the alto-metalophone. After approximately four minutes, the 
therapist stops playing and turns herself towards Betty. Betty continues playing for 
another three minutes, until the therapist makes her stop because the session has to be 
finished. Fragment B2 starts approximately 1’45” after the start of the second impro-
visation (Figure 6.14).
Factual description:
The therapist is sitting at the piano, while Betty is sitting at the right side of the thera-
pist with the alto-metalophone in front of her. They are not sitting face to face which 
implies that eye contact is only possible when both turn their heads towards each 
other. The therapist looks at Betty now and then, but Betty keeps looking towards her 
hands and the alto-metalophone throughout the entire fragment. Betty has a stick in 
each hand. Both their body posture is a slightly huddled.
The improvisation is already going on for approximately 1’45” by the start of this 
fragment. The therapist is playing a sober melody in her right hand on the piano, ac-
companied by an even more sober left hand-play: simple tonal chords that support the 
melody. Betty in the mean time, is ‘sweeping’ the staves of the alto-metalophone up 
and down, playing glissando’s. Since her movements are very soft and gentle, she hard-
ly produces any sound. These movements are accompanied by a continuous movement 
of her mouth, as if she is eating. In the therapist’s play, some minor tempo-changes 
occur now and then. Generally, a slow tempo and gentle, soft timbre keeps maintained 
throughout the entire fragment.
Figure 6.14: Fragment B2 within the context of session 5
MoMents of resonance in Musical iMprovisation with persons with severe deMentia
138
Musical Score
Figure 6.15: Musical score of fragment B2
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Musical analysis:
Fragment B2 is illustrative for the entire improvisation from which the fragment origi-
nates, with regard to the atmosphere, the musical characteristics, and the relationship 
between the therapist and Betty. I considered the entire fragment as an essential mo-
ment of meeting. For that reason I did not divide the fragment into separate parts for 
(interpretative) analysis (Figure 6.15).
Musically it is mostly the timbre, dynamics and tempo that characterize this impro-
visation. Although the soft timbre and slow tempo of the therapist’s and Betty’s play 
coincide, I do not consider this fragment as musical interplay in the strict sense of the 
word. The therapist improvises in a reverie-style, that coincides with Betty’s serene 
way of playing. Though Betty’s play can hardly be considered as a musical play. The 
sensorimotor act of sweeping the bars of the alto-metalophone, is more important than 
Betty’s intention of making music. 
The musical reverie-style that the therapist improvises in, implies the absence of 
a clear musical direction. Harmony, melody and rhythmic features are very open and 
undetermined throughout the entire fragment. 
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) on a transsubjective level
I considered the final improvisation of session 5, represented by fragment B2, as an 
illustration of an essential moment of meeting, more specifically a MMAR. I inter-
preted the entire improvisation as a connection between the therapist and Betty on a 
cross-modal level. From a purely musical angle, Betty and the therapist are not playing 
together. Betty is sweeping the bars of the instrument in a very sensorial and tactile 
way as if she is painting a landscape, while the therapist is creating a soundscape by 
playing in a musical reverie-style.
This occurs within a serene atmosphere: the therapist allows Betty to act and beha-
ve on this basic level. She does not expect Betty to join her by playing musically. The 
therapist improvises in a listening play and resonates with Betty on an affective level. 
The therapist experiences how the music that she plays provides a holding environment. 
Within this holding environment, the music provides a ground and gives some kind 
of meaning to Betty’s sensorimotor act of sweeping the bars. I consider the therapist’s 
music as a ‘back up’ for Betty. Betty can allow her play to coincide with the therapist’s 
music or she can choose to move away from the therapist’s music. Though, in both 
cases, the securing presence of the therapist is guaranteed by the music.
Later, during the observations and analysis, the therapist tells how this MMAR 
reminds her of the image of a rope that is stretched along a steep walking path in the 
mountains. The person that walks the path can choose to use the rope as security, but 
can also choose to try to walk the path on its own. The image of a parent that is lear-
ning his/her child to ride a bike seems to fit here too. At a certain moment in time, 
the parent has the feeling that the child can ride on its own, but to provide the child 
and herself a secure feeling, the parent runs along with the child in case it would fall. 
I also consider this fragment as another illustration of transsubjectivity. The way the 
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therapist experiences Betty, is leading her musical play. This is different from situa-
tions where she bases her musical play on Betty’s audible sounds. In this fragment, the 
therapist is not being misled by concrete music that she hears from Betty. The MMAR 
occurs on a non-acoustic, inaudible, though musical level. The therapist keeps playing 
an intimate, sober, but ‘open’ musical play. There is no clear musical development or 
direction in the music that refers to the therapist's own musical style. In the mean time, 
I consider Betty’s movements as her way of playing. The soberness, the prudence, and 
the softness of Betty’s movements, coincide with the musical parameters of timbre, 
dynamics and tempo in the therapist’s musical play. 
Finally, the movements of Betty’s mouth are also striking. The CRIG interpreted 
these movements as if she is eating, as if she is being fed by the therapist’s music. 
Betty is not ‘searching’ for contact with the therapist. She also does not react on the 
therapist’s interventions. She is in an introverted position, at the same time allowing 
herself to be fed and be cradled by the therapist’s music and presence. The whole im-
provisation is not directed outwards, is not an expressive outlet, but is directed inwards, 
within an introvert atmosphere. 
6.2.3.3 fragment b3 (session 8: 2.41-4.17)
Context:
Fragment B3 is situated at the beginning of session 8. The therapist started the session 
with an improvisation. Betty listens to this improvisation without playing herself. The 
fragment shows the end of this improvisation and the first part of a well-known song 
that follows on the improvisation and in which Betty participates by singing. There is 
a gradual transition from the improvisation to the song. The music is not interrupted 
by a silence or by a verbal conversation. After the song (but not in the fragment any-
more), the therapist asks Betty from where she knows the song. The therapist expects 
that Betty will tell about a memory from her past. Instead of doing that, Betty answers: 
"I know it from you". Although this conversation is not in the selected fragment itself, 
I will take this into account for the interpretation of the fragment (Figure 6.16).
Factual description:
Figure 6.16: Fragment B3 within the context of session 8
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The therapist is sitting at the piano. Betty is sitting on her right side in a comfortable 
chair, in a receptive position. While Betty looks at the songbook on the music-standard 
on the piano, the therapist alternates between looking at the piano and looking at Betty. 
The therapist is vocally improvising a melody, accompanying herself at the piano. The 
music is embedded within a clear tonal structure. While she plays, the therapist moves 
her upper body synchronously with the music. Betty does not move in this first part of 
the fragment, except from some little motions of her mouth as if she is eating.
Gradually, but without changing her overall style of playing, the therapist makes 
a musical transition from the improvisation towards a well-known song from which 
the score stands in front of her on the music-stand. While singing the first phrase, the 
therapist is looking at Betty’s face as if she wants to check on her reaction. When she 
plays the upbeat to the refrain, she looks explicitly at Betty and lowers the tempo a little 
bit. Now and then, Betty looks towards the therapist, which results in several moments 
of eye contact. In the second part of the refrain, Betty joins the therapist by singing. 
From that moment, Betty’s upper body starts to move along with the music. Although 
the movements of Betty’s mouth seem to pronounce the words of the song, it is only 
a few words that carry some sound and that are clearly audible.
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Musical Score
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Figure 6.17: Musical score of fragment B3
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Musical analysis:
Within the fragment, I distinguish three main parts (Figure 6.18). Part A (bars 1-10) 
comprises the improvisation that I consider as an introduction to part B (bars 11-28) 
where the well-known song is sung by the therapist. Part C (bars 29-end) differs from 
part B, since Betty is singing with the therapist in part C, while she was ‘only’ listening 
in part B. I consider part C as an essential moment of meeting (Figure 6.17).
Part A: This part is a continuation of an improvisation that was already going on for 
about 1’40”. This improvisation was characterized by a clear musical structure compri-
sing a steady tempo, a tonal, harmonic structure within the key of A major and a sober 
melody. This melody was sung by the therapist in a gentle timbre and accompanied 
by her own piano-play. Characteristic for the melody is the syncopated rhythms that 
appear within a 4/4 signature (e.g. bar 5, 7 & 8). 
Part B: With a pick-up measure to bar 11, the song ‘Over 25 jaar42’ is started. While the 
key of  A major remains,  the signature changes to 6/8. The therapist sings the song in a 
very lyrical way, that implies no big changes in the overall character of the music com-
pared to the preceding improvisational part. The movements of the therapist’s upper 
body along with the song are very noticeable and contrast with Betty being motionless. 
Part C (essential moment of meeting): At the moment that the therapist sings the first 
word of this bar (‘jaar’), Betty nods her head and starts to move her hands and upper 
body. She does this in an affirmative as well as musical way along with the ongo-
ing tempo of the music. The ‘nod’ introduces the start of her own singing in bar 29. 
Although the movements of Betty’s lips show that she forms the words of the song, 
it is only in bar 29, 30, 33 and 34, that her singing gets some sound and is audible. 
Reflections on an essential moment of meeting: moment of musical resonance 
(MMR)
An essential moment of meeting is situated in part C. I interpret the short conversa-
tion that followed on the song as a confirmation of the fact that an essential moment 
of meeting occurred:
Therapist: “Voila!... Where do you know the song from?”
Betty: “Pardon?”
Therapist: “Where do you know it from?”
Betty: “From you!”
Therapist: “From me?”
Betty: (affirms by nodding her head)
Therapist: “Oh, I thought you already knew it…”
42 In English, the title of this song would be: ‘Within 25 years’. The text of the song is about a 
man that tells his bride that he will still love her in 25 years and that he already dreams about 
their 25th wedding-anniversary.
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The therapist is surprised by Betty’s answer. She expects that Betty would refer to her 
past, to the school, or to her mother that sang the song for her. Instead, Betty refers to 
the here and now and to their musical relationship. I don’t consider Betty’s answer as 
surprising if it is approached from a musical standpoint. In comparison to the tradi-
tional way43 in which this song is usually performed, there are some clear differences, 
mostly in tempo and timbre. Originally, the song is played in a tempo of approxima-
tely 65 bpm. In the session, the therapist sings it about 10 bpm slower. The difference 
in timbre is even more striking. Formerly, the song is performed by ‘the Ramblers’, 
consisting of seven band members, playing the trumpets, saxophone, trombone, pi-
ano, banjo, drums and sousaphone. The timbre of this band is much more extravert 
than the lyrical, gentle and soft way in which the therapist performs the song for Betty. 
The musical interpretation that the therapist makes of the song is completely diffe-
rent than the one of the Ramblers. Thus in my understanding, Betty is right when she 
says that she knows the song from the therapist and not from her past. The therapist’s 
interpretation of the song needs to be situated in the here and now and in relation to 
Betty. The therapist musically resonates with Betty in her performance of this song. 
Betty on her side, recognizes the therapist in this version of the song, more than that 
she recognizes the song. 
In part C of this fragment, the evocative character of the well-known song blends 
with the authentic character of the improvisational mode in which it is performed in 
the here and now. I indicated this moment as a MMR and consider the singing of the 
song as a prolongation of the improvisation that preceded it. The appearance of the 
song in its specific manner, allows Betty to join the therapist in her most authentic way. 
The therapist is not conscious of the fact that she sings the song in such a specific way. 
Intuitively, this seems the only ‘correct’ way to perform the song in relation to Betty. 
The MMR contains some moments in which Betty sings synchronously with the 
therapist. During these moments the therapist experiences herself and Betty singing 
together in a very adequate way. To the therapist it seems as if the therapist-patient-
distinction is annulled and creates space for a meeting of two independent subjects that 
are singing together within a shared musical experience. These moments of synchro-
nous singing appear suddenly and unexpected. Probably they even occur at a moment 
where the therapist does not expect Betty anymore to join her actively in the song- 
singing. Along with these moments of synchronous singing, there is a coinciding of 
the musical parameters of Betty and the therapist. The intimate space that is created 
by the therapist in the preceding improvisation (part A and before), and in which Betty 
is involved, provides this. Instead of adjusting the timbre, dynamics and tempo to the 
song, these musical parameters are influenced by Betty’s presence during the impro-
visation and maintained during the song. The fluent transition from part A to the song 
illustrates this continuation of the musical parameters (mostly tempo, dynamics and 
timbre) and the continuation of the improvisation. 
43 The original version of the song ‘Over 25 jaar’ by The Ramblers can be found on http://
www.youtube.com/watch?v=cLdZgyH00I8&gl=BE
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6.2.4 synthesis of case stuDy betty
6.2.4.1 comparison of the selecteD fragments
With regard to case study Betty, I described three essential moments of meeting. I 
show their common characteristics and differences in Table 6.4 by means of the four 
main categories. Since fragment B1 and B2 show clear similarities, findings from these 
fragments are presented together. 
Music: In all of the three selected essential moments of meeting, I describe the musical 
parameters of timbre, dynamics and tempo as respectively gentle, soft and slow. In the 
essential moments of B1 and B2, I consider these three parameters as being of crucial 
importance for the occurrence of an MMAR. 
Regarding melody, meter and rhythm, another difference can be noticed: In frag-
ment B3 these parameters are more determined and clearly developed compared to 
fragments B1 and B2. I consider the presence of a clear musical structure (well-known 
song) in fragment B3 as main reason for this difference. 
Relationship: While I indicated fragments B1 and B2 as containing a MMAR, fragment 
B3 comprises a MMR. With regard to this final fragment, I consider Betty as being 
more actively involved in the musical relationship. This is illustrated by the synchro-
nous singing in itself, but also by the eye contact that may occur during this essential 
moment of meeting. In the essential moments of meeting of B1 and B2, there is no eye 
contact. Betty behaves more introvertly and is not actively involved in the relationship. 
This results in both fragments in a MMAR without a clear mutual interaction between 
the therapist and Betty. I situate these fragments on a transsubjective level. 
The cross-modality as described in fragment B2 refers to the fact that Betty participates 
in the musical improvisation by means of her movements. I consider Betty’s sensorial 
movements as her way of playing. 
Physical aspects: Beyond Betty’s sensorial movements in fragment B2, fragment B3 
also shows something characteristic. While there are only minimal movements in 
fragment B1 and B2, the therapist’s movements along with the music are clearly ob-
servable in fragment B3. Her physical presence is much more active compared to 
fragment B1 and B2. 
Throughout all three fragments, Betty’s physical appearance stays fairly the same: 
sober, with minimal changes. Striking though are the movements of Betty’s mouth in 
fragment B2 and B3. In B2 these are interpreted by the CRIG as illustrative for her 
receptivity towards the musical input as if she is eating. In fragment B3 this interpre-
tation is not made, although the movements of her mouth also appear here. 
Interventions: Neither the therapist nor Betty intervene verbally in the three selected 
essential moments of meeting. I consider the verbal comments that followed on the 
essential moment of B3 as confirming the essential moment, but did not indicate them 
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as being part of the moment itself. 
During the MMAR of fragments B1 and B2, I describe the therapist’s listening atti-
tude as a listening playing. In fragment B3 the therapist adjusted her music to Betty’s 
appearance. Common for all three fragments, was that these interventions occurred 
unconsciously. 
Betty’s intervention differed for all three fragments. While she appeared as an 
adequate musicking person in fragment B3, her musical presence was much more in-
trovert in fragment B2. In B1, Betty adopted a receptive position.
 
 
Fragment B1-B2 Fragment B3 
Music 
• no clear development of melody, rhythm and 
phrasing 
• timbre, dynamics and tempo as essential 
parameters 
• more sober and subtle  
• music itself is ‘in the lead’ 
• presence of a musical structure 
• song = musical improvisation 
 
 
• more sober and subtle  
• music itself is ‘in the lead’ 
Intrapersonal 
contact 
• Betty: receptivity, more introvert • Betty: more outward  
• recognizes the therapist in the music 
Interpersonal 
contact 
• MMAR - transsubjectivity 
 
 
 
 
• no eye contact 
• MMR 
• moments of synchronous singing – 
adequate interaction 
• Betty recognizes the therapist in the 
music 
• moments of eye contact 
Physical 
aspects 
• minimal for both the therapist and Betty 
• B2: Betty: cross-modal play 
• active movements of the therapist 
Interventions 
• Betty: receptive position (B1), cross-modal play 
(B2) 
• Th.: listening playing – reverie, holding 
• Betty: adequate musical interaction 
in singing 
• Th.: introduces song - adjustment of 
musical parameters 
 
Table 6.4: Characteristic differences of the selected essential moments of meeting in 
the case study of Betty
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6.2.4.2 conclusions on case stuDy betty
From the analysis of the three selected fragments, I drew six conclusions with regard 
to the case study of Betty:
1. All selected essential moments of meeting can be indicated as either being a 
MMAR or a MMR. Even when Betty did not sing or played herself in the impro-
visations, MMR could appear, as illustrated in fragment B1.
2. All selected essential moments of meeting appeared within the broad context of 
musical improvisation. With regard to fragment B2, I consider musical improvi-
sation within the context of cross-modality. Although both the therapist and Betty 
are making sounds on a musical instrument, I do not interpret Betty’s action as an 
intentional musical act. I situate her way of participating in the musical improvi-
sation on a physical level, and consider her sensorimotor act of sweeping the bars 
of the alto-metalophone as her way of playing. 
 Additionally, fragment B3 illustrates how I interpreted a pre-composed song as a 
prolongation of the improvisation that precedes the song. 
3. All selected essential moments of meeting are characterized by an intimacy in 
relation to the music. Three main parameters come to the foreground within this 
context: timbre, dynamics and tempo. The soberness and lightness that characterize 
these parameters is striking for all three fragments. Especially in fragment B3, I 
emphasize how this matches Betty’s serene way of being in the session.
4. The MMAR in case study Betty are characterized by the fact that they both occur 
on a transsubjective level. In neither of both fragments, Betty reacts on the thera-
pist interventions on a concrete level. This does not mean that there is no recep-
tivity from Betty towards the therapist and the (therapist’s) music. I describe this 
as a receptivity without mutuality. Both fragments illustrate how Betty’s receptive 
attitude towards the therapist and the therapist’s music seems to allow a MMAR 
to occur on this level. Betty’s receptivity cannot be seen visually and does not im-
ply a concrete reaction from Betty. It can be understood as an openness towards 
the occurrence of moments during which she resonates with the therapist on an 
affective level. 
5. In both MMAR the therapist’s listening attitude can be indicated as a listening 
play. I consider this listening play as precondition for the occurrence of MMAR. 
In my understanding, the listening play of the therapist can be best described as 
an extremely sensitive receptivity of the therapist towards Betty and towards eve-
rything that Betty brings by being musically present in the session. This specific 
therapeutic listening attitude is possible due to the fact that the musical improvi-
sation holds/contains the therapeutic situation and allows the therapist to come 
into resonance with herself. Freed from her expectations and conscious of her own 
desires, the therapist can allow Betty to exist in her most authentic way.        
6. The therapist’s experience of being in an adequate musical interaction with ano-
ther healthy subject is characteristic for a MMR. For that reason and in contrast 
with the two MMAR on a transsubjective level, I would situate this MMR within 
the domain of intersubjectivity. I discuss this in 6.6.2. 
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6.3 case study Mrs. henderson
6.3.1 introDucing mrs. henDerson44 
Mrs. Henderson is a 94-year old American woman who has been a widow for more than 
30 years. Six years ago, Mrs. Henderson started to show periods of severe confusion. 
She could no longer live on her own and moved to a retirement-home. 
In the past two years her condition worsened. She got more confused, depended on a 
wheelchair, got visually impaired and needed complete help in daily care. Her son and 
daughter in law, who lived in Belgium for a number of years, were not satisfied about 
the care she got in the retirement-home in America, and transferred Mrs. Henderson 
to Belgium to take care of her themselves. 
In the last months before admission to the unit, Mrs. Henderson started to show signs 
of hallucinations. She experienced being in the middle of huge floods or fires, which 
made her extremely agitated and anxious. Despite the fact that her son and daugh-
ter in law provided respite-care in a day-center, the situation at home was no longer 
manageable. After a routine-check in general hospital, Mrs. Henderson was referred 
to the specialized unit.
At the moment of admission, Mrs. Henderson looks very fragile and exhausted. 
She is disoriented in time and place and it is difficult to have a conversation with her. 
Mrs. Henderson seems to live in the past and is convinced of the fact that her mother 
is still alive, but dying. Visual and auditory hallucinations come to the foreground now 
and then, causing fear and agitation by Mrs. Henderson. During these moments, Mrs. 
Henderson repeatedly tries to run away, which results in a real risk of falling.
Mrs. Henderson does not show behavioural problems, but clearly knows what she 
wants. She is given a 9/2745 on the MMSE. Dementia of the Alzheimer’s type in com-
bination with a vascular component is suggested as diagnosis.
Pharmacological treatment with antipsychotics, antidepressants and anxiolytics is 
started in order to control the hallucinations and decrease feelings of fear and agitation. 
In combination with the structured setting at the unit and a multi-disciplinary non-phar-
macological approach, Mrs. Henderson’s condition improves gradually to the extent 
possible during her admission. Although the team advises a permanent referral to a 
nursing home, Mrs. Henderson’s son decides to take her back home after a period of 
four months. Mrs. Henderson took part in 18 individual music therapy sessions by then.
44 Mrs. Henderson is called by her surname by the music therapist. I kept this way of ad-
dressing her in my choice of pseudonym.
45 Due to Mrs. Henderson’s visual problems, the MMSE could not be done entirely. Instead of 
scoring her on 30 points, she has been given a score on 27 points. 
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6.3.2 music therapy treatment (11 sessions)
6.3.2.1 overview of the music therapy treatment anD 
impression of session 1
The first 1146 music therapy sessions with Mrs. Henderson are included in the case 
study. I described each of them in a comprehensive way. Table 6.5 shows the first ses-
sion as an illustration. Out of the 11 sessions, I purposively selected sessions 1, 5, 9 
and 10 for a more detailed analysis.
Session 1:  A soft and gentle meeting
Session 2:  A first monologue
Session 3:  Song-singing in a hurry
Session 4:  “I think I have seen you somewhere”
Session 5:  “You remind me of my dad”
Session 6:  The girl that plays music for Mrs. Henderson
Session 7:  The girl that sings songs with Mrs. Henderson
Session 8:  “Today, I’ll have to cancel it”
Session 9:  A kind of synthesis: in music, but certainly in words
Session 10:  Being worried and/or concentrated
Session 11:  Last session before summer holidays
46 As stated earlier (see 4.3.2 – 5.1.2) data-collection could be stopped when the point of 
data saturation was reached or/and the feasibility of the amount of data that needed to be 
analyzed, was threatened. For the case study of Mrs. Henderson this implied that I stopped 
collecting data after session 11.
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M
rs
.	  H
en
de
rs
on
	  is
	  v
er
y	  
m
o/
va
te
d	  
to
	  c
om
e	  
to
	  m
us
ic
	  t
he
ra
py
.	  S
he
	  c
on
ﬁr
m
s	  
th
at
	  
sh
e	  
lo
ve
s	  
m
us
ic
.	  A
t	  
th
e	  
st
ar
t	  
of
	  t
hi
s	  
ﬁr
st
	  s
es
si
on
,	  t
he
	  t
he
ra
pi
st
	  a
sk
s	  
M
rs
.	  
H
en
de
rs
on
	  h
ow
	  s
he
	  w
an
ts
	  t
o	  
be
	  a
dd
re
ss
ed
:	  b
y	  
he
r	  
la
st
	  n
am
e	  
or
	  b
y	  
he
r	  
ﬁr
st
	  
na
m
e.
	  M
rs
.	  H
en
de
rs
on
	  s
ee
m
s	  
to
	  p
re
fe
r	  
th
e	  
la
st
	  o
p/
on
.
A
lt
ho
ug
h	  
M
rs
.	  H
en
de
rs
on
	  p
re
fe
rs
	  t
o	  
be
	  a
dd
re
ss
ed
	  b
y	  
he
r	  
ﬁr
st
	  n
am
e,
	  I	  
in
tu
i/
ve
ly
	  k
ee
p	  
on
	  c
al
lin
g	  
he
r	  
M
rs
.	  H
en
de
rs
on
.	  
I	  a
m
	  n
ot
	  s
ur
e	  
ho
w
	  t
hi
s	  
co
m
es
:	  t
he
	  fa
ct
	  t
ha
t	  
sh
e	  
sp
ea
ks
	  
En
gl
is
h	  
ca
n	  
ha
ve
	  s
om
et
hi
ng
	  t
o	  
do
	  w
it
h	  
it
,	  s
in
ce
	  I	  
as
so
ci
at
e	  
th
is
	  w
it
h	  
so
m
et
hi
ng
	  d
is
/
ng
ui
sh
ed
.
It
	  is
	  s
tr
an
ge
	  t
ha
t	  
th
e	  
th
er
ap
is
t	  
as
ks
	  M
rs
.	  H
en
de
rs
on
	  h
ow
	  t
o	  
ad
dr
es
s	  
he
r,
	  if
	  s
he
	  a
lr
ea
dy
	  k
no
w
s	  
th
is
	  fr
om
	  o
ut
	  o
f	  h
er
	  o
w
n	  
co
un
te
rt
ra
ns
fe
re
nc
e.
Th
e	  
th
er
ap
is
t	  
su
gg
es
ts
	  im
pr
ov
is
in
g	  
on
	  t
he
	  p
ia
no
	  t
og
et
he
r,
	  t
o	  
w
hi
ch
	  M
rs
.	  
H
en
de
rs
on
	  a
gr
ee
s.
	  H
ow
ev
er
,	  t
he
	  b
ig
	  c
ha
ir
	  t
ha
t	  
sh
e	  
is
	  s
iD
ng
	  in
	  a
nd
	  t
he
	  fa
ct
	  t
ha
t	  
sh
e	  
is
	  s
ec
ur
ed
	  w
it
h	  
a	  
se
at
	  b
el
t,
	  m
ak
es
	  t
hi
s	  
pr
ac
/
ca
lly
	  im
po
ss
ib
le
.	  T
he
	  t
he
ra
pi
st
	  
as
ks
	  M
rs
.	  H
en
de
rs
on
	  if
	  s
he
	  p
re
fe
rs
	  t
o	  
sp
ea
k	  
En
gl
is
h	  
in
	  t
he
	  s
es
si
on
s	  
or
	  D
ut
ch
.	  S
he
	  
do
es
	  n
ot
	  s
ee
m
	  t
o	  
un
de
rs
ta
nd
	  t
hi
s	  
qu
es
/
on
.
M
rs
.	  H
en
de
rs
on
	  s
ee
m
s	  
to
	  a
gr
ee
	  o
n	  
ev
er
yt
hi
ng
	  I	  
do
	  o
r	  
su
gg
es
t.
	  T
he
	  fa
ct
	  t
ha
t	  
I	  m
ov
e	  
he
r	  
se
at
	  b
ac
k	  
an
d	  
fo
rw
ar
d	  
fo
r	  
se
ar
ch
in
g	  
a	  
po
si
/
on
	  in
	  w
hi
ch
	  s
he
	  is
	  a
bl
e	  
to
	  r
ea
ch
	  t
he
	  
pi
an
o,
	  d
oe
s	  
no
t	  
se
em
	  t
o	  
bo
th
er
	  h
er
.	  S
he
	  d
oe
s	  
no
t	  
un
de
rs
ta
nd
	  m
y	  
qu
es
/
on
	  a
bo
ut
	  t
he
	  la
ng
ua
ge
,	  w
hi
ch
	  m
ak
es
	  
it
	  c
le
ar
	  t
o	  
m
e	  
th
at
	  I	  
ha
ve
	  t
o	  
sp
ea
k	  
En
gl
is
h	  
w
it
h	  
he
r.
Th
e	  
th
er
ap
is
t	  
gi
ve
s	  
a	  
lo
t	  
of
	  in
fo
rm
a/
on
	  w
it
hi
n	  
a	  
sh
or
t	  
/
m
e-­‐
sp
an
.	  T
hi
s	  
cr
ea
te
s	  
a	  
ne
rv
ou
s	  
at
m
os
ph
er
e.
Th
e	  
th
er
ap
is
t	  
st
ar
ts
	  p
la
yi
ng
	  t
he
	  p
ia
no
	  in
	  a
	  s
oH
	  a
nd
	  g
en
tl
e	  
re
ve
ri
e-­‐
st
yl
e.
	  M
rs
.	  
H
en
de
rs
on
	  s
m
ile
s	  
an
d	  
no
ds
	  c
on
ﬁr
m
in
g.
	  A
H
er
	  a
pp
ro
xi
m
at
el
y	  
on
e	  
m
in
ut
e,
	  M
rs
.	  
H
en
de
rs
on
	  b
re
at
he
s	  
ou
t	  
ve
ry
	  m
an
ife
st
ly
.	  I
m
m
ed
ia
te
ly
	  a
H
er
	  t
hi
s,
	  t
he
	  t
he
ra
pi
st
	  
ad
ds
	  h
er
	  v
oi
ce
	  t
o	  
he
r	  
pi
an
o-­‐
pl
ay
.	  F
or
	  s
om
e	  
m
om
en
ts
	  t
he
	  s
ty
le
	  o
f	  t
he
	  m
us
ic
	  
ch
an
ge
s:
	  t
he
	  in
te
ns
it
y	  
an
d	  
vo
lu
m
e	  
in
cr
ea
se
s.
	  M
rs
.	  H
en
de
rs
on
	  lo
ok
s	  
at
	  t
he
	  
th
er
ap
is
t	  
co
n/
nu
ou
sl
y.
Th
e	  
ne
rv
ou
s	  
at
m
os
ph
er
e	  
di
sa
pp
ea
rs
	  im
m
ed
ia
te
ly
	  fr
om
	  t
he
	  
m
om
en
t	  
th
at
	  t
he
	  t
he
ra
pi
st
	  s
ta
rt
s	  
pl
ay
in
g	  
th
e	  
pi
an
o.
	  M
rs
.	  
H
en
de
rs
on
’s
	  a
ud
ib
le
	  b
re
at
hi
ng
	  o
ut
	  is
	  s
tr
ik
in
g:
	  a
s	  
if	  
th
er
e	  
is
	  
so
m
e	  
ki
nd
	  o
f	  t
en
si
on
	  r
el
ea
se
d	  
by
	  t
hi
s	  
br
ea
th
.	  T
he
	  fa
ct
	  t
ha
t	  
th
e	  
th
er
ap
is
t	  
ad
ds
	  h
er
	  v
oi
ce
	  t
o	  
th
e	  
im
pr
ov
is
a/
on
	  c
an
	  b
e	  
se
en
	  a
s	  
a	  
re
ac
/
on
	  t
o	  
th
is
.
A
s	  
so
on
	  a
s	  
th
e	  
m
us
ic
	  g
et
s	  
dr
ea
m
ie
r	  
ag
ai
n,
	  M
rs
.	  H
en
de
rs
on
	  lo
ok
s	  
as
id
e.
	  A
t	  
th
at
	  
m
om
en
t	  
he
r	  
ra
pi
d	  
ey
e-­‐
m
ov
em
en
ts
	  a
re
	  s
tr
ik
in
g	  
	  a
nd
	  q
ui
te
	  b
iz
ar
re
.	  T
hi
s	  
on
ly
	  la
st
s	  
fo
r	  
a	  
co
up
le
	  o
f	  s
ec
on
ds
,	  a
H
er
	  w
hi
ch
	  h
er
	  g
az
e	  
ge
ts
	  c
al
m
er
	  a
ga
in
.	  T
ow
ar
ds
	  t
he
	  e
nd
	  
of
	  t
he
	  im
pr
ov
is
a/
on
,	  M
rs
.	  H
en
de
rs
on
	  e
ve
n	  
cl
os
es
	  h
er
	  e
ye
s.
Kn
ow
in
g	  
w
ha
t	  
I	  k
no
w
	  a
bo
ut
	  M
rs
.	  H
en
de
rs
on
’s
	  s
ym
pt
om
s	  
at
	  t
he
	  u
ni
t,
	  I	  
as
su
m
e	  
th
at
	  s
he
	  is
	  h
av
in
g	  
vi
su
al
	  h
al
lu
ci
na
/
on
s	  
at
	  t
hi
s	  
m
om
en
t.
M
rs
.	  H
en
de
rs
on
	  is
	  v
er
y	  
in
vo
lv
ed
	  in
	  t
he
	  m
us
ic
.	  S
he
	  e
ve
n	  
se
em
s	  
to
	  b
e	  
ov
er
w
he
lm
ed
	  a
	  b
it
	  b
y	  
th
e	  
so
un
d	  
of
	  t
he
	  
th
er
ap
is
t’
s	  
vo
ic
e.
	  T
ow
ar
ds
	  t
he
	  e
nd
	  o
f	  t
he
	  im
pr
ov
is
a/
on
	  s
he
	  
‘g
oe
s	  
to
	  s
le
ep
’.
Fr
om
	  t
he
	  m
om
en
t,
	  t
he
	  t
he
ra
pi
st
	  s
to
ps
	  p
la
yi
ng
,	  M
rs
.	  H
en
de
rs
on
	  o
pe
ns
	  h
er
	  e
ye
s	  
an
d	  
sm
ile
s.
	  In
	  t
he
	  s
ile
nc
e	  
th
at
	  o
cc
ur
s	  
th
en
,	  t
he
	  t
he
ra
pi
st
	  a
sk
s	  
he
r	  
ho
w
	  t
he
	  m
us
ic
	  
fe
lt
	  t
o	  
he
r.
	  M
rs
.	  H
en
de
rs
on
	  o
nl
y	  
sh
ak
es
	  h
er
	  h
ea
d.
	  W
he
n	  
th
e	  
th
er
ap
is
t	  
su
gg
es
ts
	  
th
at
	  s
he
	  w
ou
ld
	  c
on
/
nu
e	  
pl
ay
in
g	  
fo
r	  
he
r,
	  M
rs
.	  H
en
de
rs
on
	  n
od
s	  
co
nﬁ
rm
a/
ve
ly
.
A
H
er
	  t
hi
s	  
ﬁr
st
	  im
pr
ov
is
a/
on
,	  M
rs
.	  H
en
de
rs
on
	  a
pp
ea
rs
	  t
o	  
be
	  p
le
as
ed
	  w
it
h	  
w
ha
t	  
ha
pp
en
ed
	  d
is
re
ga
rd
in
g	  
th
e	  
fa
ct
	  t
ha
t	  
sh
e	  
sh
ak
es
	  h
er
	  h
ea
d.
	  
Th
e	  
po
si
/
on
	  o
f	  M
rs
.	  H
en
de
rs
on
’s
	  a
rm
	  is
	  s
tr
ik
in
g:
	  it
	  is
	  a
s	  
if	  
sh
e	  
is
	  c
on
du
c/
ng
	  in
	  a
	  v
er
y	  
su
bt
le
	  w
ay
.	  A
t	  
th
e	  
en
d	  
of
	  t
he
	  
im
pr
ov
is
a/
on
,	  s
he
	  le
ts
	  t
he
	  m
us
ic
	  p
os
t-­‐
re
so
na
te
	  b
y	  
ke
ep
in
g	  
he
r	  
ar
m
	  r
ai
se
d.
	  A
H
er
	  a
	  fe
w
	  s
ec
on
ds
	  h
er
	  a
rm
	  g
oe
s	  
do
w
n	  
an
d	  
th
e	  
im
pr
ov
is
a/
on
	  is
	  c
lo
se
d.
	  T
hi
s	  
m
om
en
t	  
ca
n	  
be
	  in
di
ca
te
d	  
as
	  a
	  m
om
en
t	  
of
	  m
us
ic
al
	  s
yn
ch
ro
ni
ci
ty
.	  M
rs
.	  H
en
de
rs
on
	  is
	  
cl
ea
rl
y	  
sa
/
sﬁ
ed
	  b
y	  
th
e	  
im
pr
ov
is
a/
on
.
Th
e  
se
co
nd
  im
pr
ov
is
aA
on
  o
f  t
he
  t
he
ra
pi
st
  (v
oi
ce
  a
nd
  p
ia
no
)  a
ls
o  
so
un
ds
  v
er
y  
so
I
  a
nd
  in
  a
  s
lo
w
  te
m
po
.  M
rs
.  H
en
de
rs
on
  c
lo
se
s  
he
r  
ey
es
  a
ga
in
  a
nd
  s
ee
m
s  
to
  
fa
ll  
as
le
ep
.  [
FR
A
G
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I  a
da
pt
  t
he
  te
m
po
  o
f  t
he
  m
us
ic
  o
n  
th
e  
te
m
po
  o
f  M
rs
.  
H
en
de
rs
on
’s
  b
re
at
hi
ng
  t
ha
t  
is
  v
is
ib
le
  b
y  
th
e  
m
ov
em
en
ts
  
of
  h
er
  c
he
st
.
It
  is
  a
s  
if  
th
e  
th
er
ap
is
t  
is
  ‘f
ee
di
ng
’  M
rs
.  H
en
de
rs
on
  b
y  
im
pr
ov
is
in
g  
fo
r  
he
r.
G
ra
du
al
ly
,	  t
he
	  m
us
ic
	  o
f	  t
he
	  t
he
ra
pi
st
	  g
et
s	  
m
or
e	  
so
be
r.
	  A
H
er
	  a
	  c
ou
pl
e	  
of
	  m
in
ut
es
,	  
M
rs
.	  H
en
de
rs
on
	  m
ak
es
	  a
	  s
no
ri
ng
	  s
ou
nd
,	  t
ha
t	  
co
nﬁ
rm
s	  
th
at
	  s
he
	  fe
ll	  
as
le
ep
.
Th
e	  
th
er
ap
is
t	  
is
	  p
la
yi
ng
	  a
	  m
us
ic
al
	  r
ev
er
ie
.	  S
he
	  is
	  n
ot
	  p
la
yi
ng
	  
fo
r	  
he
rs
el
f	  b
ut
	  fo
r	  
M
rs
.	  H
en
de
rs
on
.	  T
he
	  /
m
br
e	  
is
	  t
he
	  m
os
t	  
im
po
rt
an
t	  
m
us
ic
al
	  p
ar
am
et
er
.	  M
rs
.	  H
en
de
rs
on
’s
	  le
H
	  a
rm
	  is
	  
ra
is
ed
	  a
ga
in
,	  c
or
re
la
/
ng
	  w
it
h	  
th
e	  
m
us
ic
.
W
he
n	  
th
e	  
th
er
ap
is
t	  
st
op
s	  
pl
ay
in
g,
	  s
he
	  le
ts
	  t
he
	  m
us
ic
	  p
os
t-­‐
re
so
na
te
	  fo
r	  
a	  
lo
ng
	  
/
m
e.
	  O
nl
y	  
M
rs
.	  H
en
de
rs
on
’s
	  s
no
ri
ng
	  is
	  a
ud
ib
le
	  a
t	  
th
at
	  m
om
en
t.
	  T
he
	  t
he
ra
pi
st
	  
lo
ok
s	  
at
	  M
rs
.	  H
en
de
rs
on
	  in
	  s
ile
nc
e.
	  A
H
er
	  a
bo
ut
	  t
hr
ee
	  m
in
ut
es
,	  t
he
	  t
he
ra
pi
st
	  
to
uc
he
s	  
M
rs
.	  H
en
de
rs
on
’s
	  a
rm
	  in
	  a
	  g
en
tl
e	  
w
ay
.	  M
rs
.	  H
en
de
rs
on
	  a
w
ak
es
	  a
nd
	  t
he
	  
th
er
ap
is
t	  
ex
pl
ai
ns
	  t
ha
t	  
sh
e	  
is
	  g
oi
ng
	  t
o	  
br
in
g	  
he
r	  
ba
ck
	  t
o	  
th
e	  
un
it
.	  A
lr
ea
dy
	  d
ur
in
g	  
th
es
e	  
w
or
ds
,	  M
rs
.	  H
en
de
rs
on
	  fa
lls
	  a
sl
ee
p	  
ag
ai
n.
D
ur
in
g	  
th
e	  
si
le
nc
e,
	  I	  
re
al
iz
e	  
th
at
	  g
ra
du
al
ly
,	  m
y	  
th
ou
gh
ts
	  g
o	  
aw
ay
	  fr
om
	  M
rs
.	  H
en
de
rs
on
.	  A
t	  
a	  
ce
rt
ai
n	  
m
om
en
t,
	  I	  
ev
en
	  
ha
ve
	  t
he
	  fe
el
in
g	  
of
	  n
ot
	  b
ei
ng
	  in
vo
lv
ed
	  w
it
h	  
he
r	  
an
ym
or
e.
Th
e	  
si
le
nc
e	  
is
	  in
te
re
s/
ng
:	  M
rs
.	  H
en
de
rs
on
	  w
ho
	  is
	  s
le
ep
in
g	  
in
	  
th
e	  
pr
es
en
ce
	  o
f	  t
he
	  t
he
ra
pi
st
.	  T
hi
s	  
ha
pp
en
s	  
w
it
hi
n	  
a	  
ve
ry
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6.3.2.2 summary of the music therapy treatment with mrs. 
henDerson from a clinical point of view
Mrs. Henderson’s initial music therapy session takes place very soon after her ad-
mission to the unit. It is clear that the pharmacological intervention to decrease her 
visual hallucinations and feelings of anxiety, has a great sedative impact. Although 
Mrs. Henderson takes up a very receptive position towards the music that the therapist 
brings in, she is not able to play or sing herself and even falls asleep.
From session 2 some characteristic features characterize Mrs. Henderson’s music 
therapy treatment. One example is the appearance of long verbal monologues of Mrs. 
Henderson. Very often Mrs. Henderson seems to lose herself in an endless talking and 
most often her stories lose coherence on their way. Nevertheless, there are some the-
mes that regularly come up. The fact that Mrs. Henderson feels abandoned is one of 
them. Mostly this is linked to her perception of the care that she receives on the unit. 
Another theme that often appears is Mrs. Henderson’s family: her father, her mother 
and one of her sisters. Mrs. Henderson links these persons with musical experiences 
from the past that seem to be relived by her in the actual music therapy sessions. From 
session 4 Mrs. Henderson recognizes the therapist’s improvisational music as music 
that a girl played for her in her hometown. Throughout Mrs. Henderson’s talking the 
‘girl that plays music’ will be linked to different meaningful persons. The therapist 
is one of these persons: at one moment it seems as if Mrs. Henderson thinks that the 
therapist is ‘the girl’, at another moment she assumes that the therapist knows this girl 
just as she does. 
The therapist handles Mrs. Henderson’s confused talking in a musical way. The 
improvisations on the piano, in combination with a vocal part, play an important role 
in music therapy with Mrs. Henderson. On the one hand, they enable Mrs. Henderson 
to recognize the therapist, while on the other hand, the holding and containing 
function of the musical improvisation helps Mrs. Henderson to bear the more painful 
issues that are touched within the sessions: the loss of her parents and her own loss of 
abilities. Except from some vocal intermezzo’s, Mrs. Henderson never plays herself 
in musical improvisations.
The singing of well-known songs also gets an important place in music therapy 
with Mrs. Henderson. Initially, the therapist chooses the songs, some of which are 
also known to Mrs. Henderson. Later, in session 7, the therapist starts to use songs 
that she got from Mrs. Henderson’s son and that are familiar to Mrs. Henderson. Mrs. 
Henderson participates in singing most of the time. Although she obviously enjoys this, 
it sometimes also leads to the confrontation with the fact that her voice cannot reach 
the high notes anymore due to Mrs. Henderson older age.
The entire music therapy treatment with Mrs. Henderson, contains 18 sessions. After 
this period, the multi-disciplinary team observes a significant improvement of Mrs. 
Henderson’s condition. The visual hallucinations, the anxiety and agitation mostly 
disappeared and she seems to be much more comfortable. Despite the team’s advise 
for a referral to a nursing home, Mrs. Henderson’s family takes her back home to live 
with her son and daughter in law. 
Chapter 6. CaSe StUDIeS
153
6.3.3 selecteD fragments case stuDy mrs. henDerson
From out of the profound analysis of sessions 1, 5, 9 and 10, I selected four frag-
ments and indicated them as (comprising) an essential moment of meeting. Figure 
6.22 illustrates where these fragments are situated within the music therapy treatment. 
Subsequently all four of them are described separately and in detail.
Figure 6.18: Four selected fragments (case study Mrs. Henderson)
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6.3.3.1 fragment h1 (session 1: 06.26-08.03)
Context
I selected fragment H1 from the first session. The therapist started with a short in-
troduction to Mrs. Henderson about music therapy. Mrs. Henderson indicates that she 
loves music and agrees on the therapist’s suggestion to listen to an improvisation from 
her on the piano. The therapist’s first improvisation sounds very sober and intimate. 
Although Mrs. Henderson is very receptive towards the music, she closes her eyes 
during the improvisation and seems to feel asleep. As soon as the improvisation ends 
(some minutes later), she wakes up and gives the therapist a content smile. When the 
therapist asks Mrs. Henderson how the music felt to her, Mrs. Henderson shakes her 
head, indicating that she is not able to say anything. Fragment H1 starts after this point, 
when the therapist begins a new improvisation on the piano. The fragment contains the 
first half of this second improvisation (Figure 6.19).
Factual description
The therapist is sitting at the piano, a little bit directed towards Mrs. Henderson who 
sits next to her. Mrs. Henderson sits in a comfortable chair, secured with a safety belt 
because of an increased risk of falling. As soon as the therapist plays her first note on 
the piano, Mrs. Henderson is focused on the music. This is strikingly indicated by the 
movement of her left arm. From the first note, Mrs. Henderson raises her arm as if she 
wants to point at the sounds she hears. 
After the first couple of notes, that sound very soft and intimate, Mrs. Henderson 
looks at the therapist and smiles carefully. The therapist’s glance is continuously di-
rected towards her. Gradually, Mrs. Henderson closes her eyes, lowers her left arm 
and breaths more deeply. It is not clear at what point she falls asleep. The therapist 
continues the improvisation in the same reverie-style as in the beginning. There are 
no dynamic differences and the timbre remains soft and gentle. A clear melodic motif 
is repeated several times and runs like a thread throughout the improvisation. After 
approximately 1’20”, when Mrs. Henderson seems to be asleep, the therapist adds her 
voice to the piano-play. 
Figure 6.19: Fragment H1 within the context of session 1
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Figure 6.20: Musical score of fragment H1
Musical Score
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Musical analysis
I distinguished two parts in the music: part A (bars 0-13) and part B (upbeat to bar 14-
end) (Figure 6.20). The entire fragment is indicated as an essential moment of meeting.
Striking for both parts is the intimacy and soberness of the music. One simple motif of 
five notes (motif a), determines the melody throughout the entire fragment. It appears 
in different shapes (motif a’ and a”), and acts as an anchor point to which the music 
returns each time again. Timbre and dynamics also remain quasi constant: soft, gentle 
and intimate. Part B differs a bit from part A in the tempo and meter. While part A is 
played in a rubato-style, a clear pulse appears in part B. This is introduced by the up-
beat to bar 14. The melodic motif is doubled in tempo and this results in a more active 
musical style compared to part A. In part B, the therapist’s voice appears and dialogues 
with her piano-play. This dialogue started already in bar 10, though at that point, this 
occurred between the right and the left hand on the piano. 
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) following on a moment of affective resonance (MAR)
I consider the entire fragment as an essential moment of meeting. It is important to 
take the context, that what preceded this fragment in the session, into account. 
From the therapist’s clinical notes, it is clear that the therapist was affected by Mrs. 
Henderson’s reaction in the silence after the previous improvisation. On the one hand, 
Mrs. Henderson was clearly touched by what went on and could not find the words to 
express what happened when the therapist asks her how the music felt. She communi-
cated this to the therapist in a non-verbal way, by shaking her head. On the other hand, 
Mrs. Henderson seemed to be not willing to answer the therapist’s question, because 
any verbal intervention would be perceived as interrupting or disturbing that particular 
moment. In her clinical notes, the therapist describes this moment as ‘breath-taking’. 
She experienced it as that the physical movement of breathing out would be too interve-
ning and carrying the risk of ‘blowing away’ something essential. The therapist situated 
the affective state of that particular moment on the crossing between pain and joy or 
between beauty and sadness: “as if you are smiling, while tears come into your eyes”. 
From out the observations and interpretations of the CRIG, I consider this particular 
moment as a MAR: the therapist resonates with Mrs. Henderson’s affect and is almost 
overwhelmed by the intensity of this shared experience. The only way in which the 
therapist can react is by starting a new musical improvisation. 
In my understanding, the improvisation that follows on this MAR can be considered 
as a musical continuation of the affective resonance. I selected it as an illustration of 
another MMAR, since the music immediately seems to capture the intimacy of both 
persons being together. The therapist describes this moment as that she can hardly 
move after the first notes, physically as well as musically. Unconsciously, she experi-
ences the fear of disturbing the moment by making any sound that would not ‘fit’ within 
the intimacy of the moment. The therapist interprets her countertransference-reaction 
as extremely caring. In her clinical notes she refers to the feeling of being a mother 
that has to take care of her child that is ill and extremely fragile. She feels closely con-
nected to her child and wants to hold it in her arms, but at the same time she is afraid 
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that her embrace would be too tight. 
I consider the movement of Mrs. Henderson’s hand literally as an indication of a 
moment of ‘freezing’ at a certain moment (0’06”). As if she wants to say: "Hold on 
there, something important happens here. This is what it is all about." Mrs. Henderson’s 
gesture coincides in a cross-modal way with the music of the therapist that also stag-
nates: by the repetition of a clear melodic motive and the absence of any variation in 
dynamics, tempo and timbre. Just as the therapist, the music seems to ‘hold its breath’, 
though without being interrupted. It reminds the therapist of the image of a mother that 
walks out of the room on the tips of her toes after she putted her child asleep. 
In my understanding the MMAR does not result from a conscious intervention of 
the therapist. The sober and intimate style of the music differs manifestly from the 
therapist’s own personal style and illustrates how Mrs. Henderson’s presence in the 
session and within the therapeutic relationship is sounding in the music. It seems to be 
the music itself that searches its way through an atmosphere of marvel, surprise and 
intimacy. This happens in a reverie-style that almost literally introduces the dream to 
Mrs. Henderson, since she gradually falls asleep.
Here, the therapist’s association refers to the moment where the mother can leave 
the room of her child and dares to ‘breathe’ again. Though, she stays at the other side 
of the door, just in case that the child would need her again: being present in the ab-
sence. In my understanding, this metaphorical moment of breathing is represented in 
the music by the introduction of the therapist’s voice. The therapist is literally able to 
breathe again, which physically allows her to sing. Through singing the therapist stays 
available for Mrs. Henderson even when she is asleep. At no single moment during 
this fragment the therapist has the intention to wake Mrs. Henderson or to encourage 
her to participate in the improvisation in a more active way. The therapist does not 
expect anything from Mrs. Henderson. She allows her to fall asleep and respects Mrs. 
Henderson in the way she presents herself in this first session. 
6.3.3.2 fragment h2 (session 5: 20.18-22.25)
Context
Fragment H2 comes out of the second half of session 5. Previously in this session, 
Mrs. Henderson asked the therapist if she could play some religious music and sug-
gested the Christmas song ‘Silent night’. After singing this song with the therapist, 
Mrs. Henderson starts talking about her dad in an emotional way. When the therapist 
suggests improvising together, she refuses, though agrees with the therapist playing 
some music for her. Intuitively the therapist chooses to play ‘Ave Maria’. The selected 
fragment is the first part of this musical play (Figure 6.21).
Figure 6.21: Fragment H2 within the context of session 5
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Factual description
The therapist starts to play the piece ‘Ave Maria’ from Bach/Gounod on the piano. 
Since she does not know it by heart, she uses a musical score. During the entire frag-
ment, the direction of the therapist’s glance alternates between the score and Mrs. 
Henderson.  Mrs. Henderson is sitting next to her and has her eyes focused on the key-
board of the piano. She does not make eye-contact during this fragment. The therapist 
is doing her very best to perform ‘Ave Maria’ in a musical aesthetical way. Though, 
instead of singing the melodic part, she integrates it in the piano-accompaniment. This 
results in a technically difficult (almost impossible) piece to play and the therapist has 
to do some concessions to the score while playing it. This involves a high concentration 
on the music from the therapist’s side. As soon as the melody appears in the therapist’s 
right hand, Mrs. Henderson starts humming herself, though very softly and sometimes 
hardly audible47. Mrs. Henderson sings with a very low voice and it is difficult to hear 
a melody in her sounds. Since the therapist cannot carry on combining the melody and 
the accompaniment on the piano, she adds her voice to sustain the melody(-line) in 
the latter part of the fragment. Striking throughout the entire fragment are the move-
ments of Mrs. Henderson’s head and the therapist’s upper body along with the music. 
These appear as soon as the therapist starts playing the piece and continue throughout 
the subsequent section.
47 Mrs. Henderson’s humming is only sporadically audible on the video-recordings.
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Musical Score
MoMents of resonance in Musical iMprovisation with persons with severe deMentia
160
Figure 6.22: Musical score of fragment H2
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Musical analysis
The musical score show how the therapist played the ‘Ave Maria’ in the therapy session 
(Figure 6.22). Although she used an original score of the piece, the therapist did not 
play exactly what the score showed. This was technically impossible since she aimed 
to integrate the vocal part into the piano-accompaniment. 
I consider the first part of the musical fragment as part A. Part B starts with the up-
beat to bar 16, at the moment that the therapist starts singing the melody along with 
playing it on the piano. I indicated part B as an essential moment of meeting .
Part A: The piece begins with an instrumental introduction of four bars in the key of 
C major. In bar 5, the melody appears. Mrs. Henderson starts humming the melody, 
though very softly, and with such a low voice, that she is almost inaudible. The thera-
pist on her side, integrates the melody in her right hand on the piano instead of singing 
it. Though, due to the technical difficulty that she meets by playing the piece in this 
way, several waverings occur in her play (e.g. bars 9 and 11).  
Part B (essential moment of meeting): The upbeat to bar 16 is indicated as the begin-
ning of part B. The therapist significantly simplifies her piano-accompaniment and 
starts singing the melody. Striking are the octave jumps in the melody in bars 17 and 
19 that she sings out of tune. 
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) containing the phenomenon of identification 
The essential moment of meeting that I selected, is situated in part B.  
Before, in part A, a clear interaction between the therapist and Mrs. Henderson 
appears as soon as the therapist starts playing the first notes of the ‘Ave Maria’. Mrs. 
Henderson recognizes the piece and is immediately involved in the music. Initially, this 
is illustrated by her physical movements along with the music, later by the fact that she 
hums the melody, while the therapist plays it in her right hand. During this moment, 
the therapist does not have the feeling of being a therapist in relation to a person with 
dementia, but experiences the musical interaction as very adequate and self-evident. 
For this reason, I consider this moment already as an essential moment of meeting in 
the form of an MMR. 
The soft timbre and the low register in which Mrs. Henderson sings in part A, leads 
to another important reflection with regard to the essential moment of meeting in part 
B48. Already after the introduction of four bars, Mrs. Henderson opens her mouth to 
sing the melody. But Mrs. Henderson’s voice lacks power, which results in an almost 
inaudible humming. The therapist intervenes at this point. By integrating the melody-
part in her piano-accompaniment, she literally gives sound to the melody that Mrs. 
Henderson is trying to sing. In order to do this, she ventures herself into the difficult 
task of performing both parts at the same time. It demands her full concentration and 
48 From out of the reflections of the CRIG the association was made between Mrs. Henderson’s 
low voice and the timbre of Tom Waits. He is an American singer with a characteristic low, 
and scratchy voice.
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results in several waverings and ‘false notes’. I consider the fact that the therapist is 
willing to do this as illustrative for the presence of a meaningful therapeutic relation- 
ship. On the one hand the therapist wants to do her very best for Mrs. Henderson, and 
on the other hand, she dares to take the risk of failing. The fact that the therapist plays 
the melody for Mrs. Henderson, was interpreted by the CRIG as that the therapist 
‘masks’ the fact that Mrs. Henderson has no clear (female) voice anymore and tries to 
maintain the adequate interaction between a solo-singer and a piano-player.
In part B, this is even more manifest. I indicated this part as an essential moment of 
meeting. The therapist does not only play the melody on the piano, but also literally 
‘loans’ her voice to Mrs. Henderson. I interpreted this as an identification from Mrs. 
Henderson with the therapist’s voice. Earlier in the music therapy process (session 4), 
Mrs. Henderson brought up the fact that she had a cold. This was not objectified by the 
doctor, and within the context of that session, it seemed to be related to the fact that 
she could not find her words at that point. Mrs. Henderson denied the problems that 
she had with finding the words, by linking them to a cold. I consider this fragment as 
containing the same dynamics, though on a more latent level. 
The phenomenon of identification can occur because the therapist intuitively re- 
acts on Mrs. Henderson’s denial of the loss of her female voice and the fact that she 
is getting old. The ‘false’ notes in bars 17 and 19 can be interpreted as an illustration 
of the identification: they show the therapist’s impossibility to give Mrs. Henderson 
completely what she wants. Later in the process, this phenomenon of identification 
will return several times. In my understanding, this identification seems to be essen-
tial to Mrs. Henderson, to cope with the painful and even unbearable confrontations 
with the theme of loss. The identification can only take place within the therapeutic 
relationship, where the therapist unconsciously resonates with Mrs. Henderson. I in-
dicate the affective understanding from the therapist towards Mrs. Henderson in this 
fragment, as a MMAR. 
Important to stress about this fragment is the fact that I consider the music as a mu-
sical improvisation although it is based on an existing classical piece. From out of the 
therapeutic relationship, the therapist plays the music, while making adaptations and 
‘mistakes’, on an improvisatory level. The original piece, represented by the musical 
score, is turned into a new composition of the therapist, in relation to Mrs. Henderson.
6.3.3.3 fragment h3 (session 9: 26.57-30.17)
Context
Fragment H3 is situated towards the end of session 9 (Figure 6.23). This session is 
mostly filled by two monologues of Mrs. Henderson that only rarely allow some space 
for the therapist to bring in music. Approximately in the middle of the session, a mo-
nologue of more than ten minutes occurs. Mrs. Henderson tells about a conversation 
that she had with someone: she told a person about a meeting with a girl that played 
music for her. At one moment Mrs. Henderson refers to this girl as if it is the therapist, 
at another moment she seems to refer to another person. After this monologue, the the-
rapist brings in four American songs that are well-known to Mrs. Henderson and sings 
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these together with her. Fragment H3 contains the third song: ‘the old rugged cross’ 
and the short conversation that preceded it. 
Factual description
The therapist is sitting at the piano to accompany the songs that she and Mrs. Henderson 
are singing. She suggests ‘the old rugged cross’ as next song. Mrs. Henderson is sitting 
next to her, a little bit oblique, in a wheelchair with an attached tabletop in front of her. 
She is actively involved in the song-singing and reacts immediately on the therapist’s 
suggestion by saying that she knows the song: it was the favorite song of her mot-
her. When the therapist goes into this matter in a past tense, Mrs. Henderson corrects 
her by saying that her mother is still alive. At the moment she says this, her look gets 
more confused, even despaired. Mrs. Henderson tries to explain to the therapist what 
the situation of her mother is at the moment, but she can hardly find the words. The 
therapist nods her head to reassure her and starts to play the song. After the intro, Mrs. 
Henderson starts to sing with a firm, though strikingly low voice. The therapist tries 
to sing in the same register as Mrs. Henderson, but since this is too low for her, she is 
hardly audible. Mrs. Henderson is very concentrated on the song and looks very focu-
sed. Because the therapist is not sure if Mrs. Henderson knows the text of the song by 
heart completely, she repeats the melody of the verse and refrain without the text. In the 
latter part, the therapist stops singing herself and just accompanies Mrs. Henderson’s 
singing on the piano. At the end of the song, while she is still playing, Mrs. Henderson 
says: “Well, what a cold can’t do to you”. By saying this, Mrs. Henderson refers to her 
low and scratchy voice. Though, at the moment in the session, the therapist does not 
understand what she means and just confirms her in her talking. 
Musical score and transcription of the verbal conversation
Th.: “The old rugged cross”
Mrs. Henderson: “Ooh, that was my mother’s favorite song.”
Th.: “Is it?”
Mrs. Henderson: (nods her head)
Th.: “She sang it a lot?”
Mrs. Henderson: “Oh, she’s still living… She was gone for… (despairing look ap-
pears)… She went to a…hospital and she’s just been home about… two weeks.”
Th.: “Okay” (starts playing the song)
Figure 6.23: Fragment H3 within the context of session 9
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Figure 6.24: Musical score of fragment H3
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Musical analysis
Figure 6.24 shows the musical part of this fragment and the small conversation that 
preceded and followed it. The structure of the song slightly differs from the original 
song49. The entire fragment is considered as an essential moment of meeting.
The song begins with an instrumental introduction of the therapist. From bar 4, Mrs. 
Henderson and the therapist start to sing together. Initially Mrs. Henderson sings the 
lyrics of the first verse, though she seems to doubt the correct words of the text, which 
makes the lyrics mostly not understandable. The therapist sings on ‘nanana’. As soon 
as the refrain appears, Mrs. Henderson’s voice sounds more firmly and understandable. 
Overall, the tempo, melody, and tonal structure of the original song are maintained 
throughout the entire song. Regarding the meter, some waverings occur (e.g. bar 14). 
Musically characteristic for the version of the song in this fragment, are the register 
and linked to that, the changing timbre and dynamics of the voices of Mrs. Henderson 
and the therapist. Mrs. Henderson sings extremely low, with a very scratchy voice. 
In the first verse, the therapist starts singing in her own register, which is an octave 
higher than Mrs. Henderson’s. After some notes, she lowers her voice and sings in the 
same register as Mrs. Henderson. Since this is too low for the therapist, her voice is 
hardly audible compared to Mrs. Henderson’s firm voice. This changes in the second 
part of the second verse (bar 24). Mrs. Henderson seems to doubt the text of this ver-
se and suddenly sings less powerfully. The therapist reacts to this by singing in the 
higher register again. Consequently, she is more audible and provides the song a vocal 
continuity. As soon as the refrain reappears, Mrs. Henderson sings more firmly. The 
therapist returns to the low register again and even stops singing for some moments. 
After the second appearance of the refrain, the therapist ends the song. Already in the 
post-resonation of the last chord, Mrs. Henderson starts talking again.
Reflections on an essential moment of meeting: moment of affective resonance 
(MAR), followed by a moment of musical and affective resonance (MMAR) con-
taining the phenomenon of identification 
I consider the entire fragment as an essential moment of meeting consisting of three 
parts: a conversation about Mrs. Henderson’s mother, a musical part (by means of a 
song) and a short conversation at the end of the musical part. A theme that I consider 
as a running thread through this fragment is Mrs. Henderson’s denial. This appears for 
the first time when Mrs. Henderson says that ‘the old rugged cross’ was her mother’s 
favorite song. She states this in a past tense, which makes that the therapist reacts in 
the same tense: “did she sang50 it a lot?”. From that point, Mrs. Henderson denies that 
her mother has passed away already. In the mean time, she gets clearly confused and 
her facial expression shows that she is worrying about or doubting something. At that 
49 The notes and lyrics of the entire and original song can be found on www.hymnary.org
50 From a grammatical standpoint, the therapist makes a mistake here. Instead of asking: ‘did 
she sing…’, she asks: ‘did she sang…’. Unconsciously, she highlights the past tense even 
more.
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moment, the therapist feels guilty towards Mrs. Henderson for asking the question 
about her mother. In her clinical notes she writes how she had the feeling of having 
opened a box, in which the traumatic reality of the death of Mrs. Henderson’s mother 
was safely stowed away. By talking to Mrs. Henderson as if her mother is already dead, 
the therapist opened the box and let the ‘truth’ enter the here and now. This results in 
an almost frightening atmosphere according to the therapist.
At that moment, the therapist resonates affectively with Mrs. Henderson’s intense pain 
that is allied with the truth - the dead of Mrs. Henderson’s mother. The facial expression 
of Mrs. Henderson is almost unbearable to look at for the therapist at that moment. The 
therapist does not know how to react or what to say and wants to ‘close’ the box again. 
During the clinical situation itself, the therapist has the feeling that Mrs. Henderson 
knows that her mother is dead. She perceives Mrs. Henderson’s attempt to deny this 
verbally as a kind of protection: the truth is too painful. The therapist does not counter 
Mrs. Henderson’s words. Even more: with starting to play music, the therapist seems 
to create the illusion for herself and Mrs. Henderson that it is possible to close the box 
again. It is an illusion that the intervention of bringing in the music would lead them 
away from the painful reality.
As soon as the therapist starts the introduction of the song, she approaches Mrs. 
Henderson as a ‘healthy musician’. This is possible since Mrs. Henderson knows 
the melody and most of the text by heart, while the therapist needs the musical score 
to perform the song: Mrs. Henderson is the specialist and the therapist is dependent 
on the score. The fact that the therapist places Mrs. Henderson in this ‘healthy posi-
tion’, is interpreted by the CRIG as that unconsciously, the therapist also denies Mrs. 
Henderson’s illness, and even the fact that she is an old lady. The moments where Mrs. 
Henderson cannot fill in this ‘healthy position’ (e.g. the second verse), the therapist 
intuitively takes over and ‘loans’ her voice to Mrs. Henderson, just as in fragment H2. 
This enables Mrs. Henderson to identify with the therapist’s female voice and to keep 
up the belief that she is a healthy, young woman. Since the therapist resonates on a mu-
sical and affective level with Mrs. Henderson, I indicated this moment as an MMAR.
I consider Mrs. Henderson’s words after the song-singing within the same dynamics 
of the denial of the loss. Mrs. Henderson indicates that she has a cold as if she wants 
to justify herself for her imperfect singing. 
Approaching Mrs. Henderson as a ‘healthy musician’ is something that happens 
intuitively by the therapist, on an unconscious level. The clearest illustration of this is 
the fact that the therapist, during the session, hears Mrs. Henderson sing the melody 
of the song in a low, though musical and correct way. After my musical analysis, it 
became clear however, that Mrs. Henderson’s singing is less melodic than the therapist 
perceives it: there is no melodic line audible, all her notes are sung in the same (low) 
pitch. What the therapist hears in the session is interpreted as the way Mrs. Henderson 
hears the song internally. The experience of the singing overcomes the real and audi- 
ble singing. This experience is a shared musical experience that is situated within the 
relationship between Mrs. Henderson and the therapist.
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6.3.3.4 fragment h4 (session 10: 0.56-8.52)
Context
I selected fragment H4 from the tenth session. 
When the therapist meets Mrs. Henderson at the unit to invite her for another music 
therapy session, she is very disoriented and confused. The therapist gets affected by 
Mrs. Henderson’s mental condition of that moment. When she asks her by the start of 
the session how she is doing, Mrs. Henderson answers: “In one way happy and next… 
my mother was…”. The story that follows is almost impossible to understand. After 
mentioning her mother Mrs. Henderson continues with saying that she has a lingering 
cold since before the moment she met the therapist for the first time. Until this session, 
both themes (her mother and the cold) were already recurring features within Mrs. 
Henderson’s monologues. Fragment H4 is a very long fragment that starts during her 
talking and that captures two improvisations by the therapist for Mrs. Henderson and 
the silences following on them (Figure 6.25).
Factual description
Fragment H4 starts in the middle of a conversation. The therapist is sitting at the pia-
no and Mrs. Henderson is sitting next to her in a comfortable chair. Mrs. Henderson 
clears her throat and refers to the cold that she has. Then, silence remains for a few 
seconds. Mrs. Henderson turns her head away and it seems as if she gets emotional. 
At that point, the therapist starts an improvisation on the piano. Her music sounds 
very sober: a simple melody, a clear tonal structure and a slow tempo. After a short 
introduction, the therapist adds her voice to the piano-play. In the mean time, Mrs. 
Henderson’s glance is directed towards the therapist’s hands on the piano. The therapist 
is mostly looking at Mrs. Henderson, there is no eye-contact. For two times, the thera-
pist’s voice gets hoarse and she has to clear her throat. Towards the end of the impro-
visation she stops singing and continues the improvisation instrumentally on the piano. 
After the improvisation, Mrs. Henderson smiles carefully and confirms by saying that 
she likes all the songs by the therapist. A silence appears in which Mrs. Henderson still 
does not make eye-contact. On the contrary, she seems to be inside herself in a very 
introverted position, with her eyes almost closed. 
After approximately one and a half minute, the therapist starts another improvi-
sation. The therapist improvises in a very open and transparent reverie-style in the 
high register of the piano. As soon as she starts playing, Mrs. Henderson opens her 
eyes a little bit more, though still without making eye contact. The peaceful style of 
the music remains for the entire improvisation. When the therapist stops playing after 
Figure 6.25: Fragment H4 within the context of session 10
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approximately two minutes, Mrs. Henderson confirms that she liked it and smiles ca-
refully. Though, her facial expression changes immediately into a more serious look. 
Striking at the end of the fragment is Mrs. Henderson’s deep sigh.
Musical score and transcription of the verbal conversation
Part A :
Mrs. Henderson: (clears her throat) “You know, I have this…" (clears her throat again)
Th.: “Cough?”
Mrs. Henderson: “Even before I saw you [not understandable] and I got it and I have 
kept it!”
Th.: “Okay.”
Mrs. Henderson: “I don’t like these…" (gets emotional)
Th.: (starts an improvisation on the piano)
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Figure 6.26: Musical score of fragment H4
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Musical analysis:
I subdivided the fragment in 4 parts: part A is the small conversation at the beginning 
of the fragment. Part B, C & D are the ‘musical parts’ (see musical score) and compri-
se two improvisations (part B and part D) with a silence in between (part C) (Figure 
6.26). I indicated the entire fragment as an essential moment of meeting.
Part B: Already from the beginning of this part, a clear musical structure appears in the 
improvisation. Meter, tonal structure and phrasings are defined and a sober melody is 
played in the right hand on the piano while the left hand accompanies without frills. 
From bar 14, the melody is taken over by the therapist’s voice. Towards the end of 
this first improvisation (from bar 42), the therapist stops singing and another melody 
appears in her right hand in a higher register on the piano. This latter part is more ani-
mated then the first two parts of the improvisation. 
Overall, I consider this improvisation as sober and intimate. The musical parame-
ters of timbre, dynamics and tempo set the tone of the musical play. Except from some 
small changes, these parameters remain within the register of respectively gentle, soft 
and slow.
Part C: In the silence after this first improvisation, the music of part B post-resonates. 
Even when Mrs. Henderson says: “all your songs hear (?51) pretty”, this post-resonation 
continues. Part C lasts for approximately 1’30”. At a given moment, that is impossible 
to indicate exactly, the post-resonance changes into an anticipating silence that prece-
des a following improvisation.
Part D: This part is played in a reverie-style. Meter, pulse and tonality are less clear and 
compared to part B, there is no clear musical structure. Part D is purely instrumental. 
The therapist does not sing and the melody is less in the foreground. Concerning timbre, 
dynamics and tempo, the sober and gentle style of part B is preserved, even in a more 
intimate way. Just as in part B, the music may post-resonate for a while, disregarding 
Mrs. Henderson’s verbal comments. These comments are difficult to understand but 
seem to confirm the therapist’s music positively.
Reflections on an essential moment of meeting: moment of affective resonance 
(MAR), followed by a moment of musical and affective resonance (MMAR) con-
taining the phenomenon of identification 
I consider the entire fragment as an essential moment of meeting. 
Most striking in the first improvisation (part B) is the vocal intervention of the the-
rapist. Fragment H2 and H3 already illustrated the phenomenon of Mrs. Henderson’s 
identification with the therapist’s voice. In this part of fragment H4, the identification 
peaks as it were. The therapist’s voice, that sounds normally quite pure and clear, 
becomes hoarse while she is singing. In bar 22, she even has to clear her throat just as 
51 It is difficult to understand what Mrs. Henderson says. From a logical perspective, she would 
say ‘are’ here, but this is not clear.
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Mrs. Henderson did at the start of the fragment. The CRIG interprets this as that the 
therapist identifies with Mrs. Henderson’s voice, just like Mrs. Henderson did with the 
therapist’s in the previous fragments. In bar 43, the melody that appears in the right 
hand of the piano-play, reminds of the pure and clear voice that the therapist normal-
ly has when she sings. The music itself seems literally to take over here: by sounding 
clear and powerful, it provides itself a continuity that the therapist’s voice could not 
provide anymore, due to the identification. 
The therapist’s hoarse voice can also be understood from out of the sadness that en-
tered the therapeutic relationship in the conversation that preceded the improvisation. 
After Mrs. Henderson said that she had a cold, she kept silent and got emotional. The 
therapist is affected by the sadness that appears at that moment. She is surprised by the 
intensity of the moment: a conversation about a banal cold, turns out to be representing 
an underlying theme that is hard to bear for Mrs. Henderson. At that point in the thera-
py, the therapist does not understand what this is all about. She is not conscious of the 
fact that Mrs. Henderson’s cold is linked with an underlying, traumatic feeling of loss. 
The therapist experiences the affective state of Mrs. Henderson in the same way as she 
does: pure, unimaginable, and almost unbearable. I indicated this moment as a MAR. 
Only a few moments later, the MAR is reflected in the music and in the timbre of 
the therapist’s voice. The MAR becomes a MMAR. Just as in fragment H2 and H3, I 
consider this MMAR as containing a phenomenon of identification. The intimacy of 
the music that is heard in this first improvisation characterizes the musical resonance. 
Although Mrs. Henderson does not participate actively in the musical improvisation, 
the therapist is playing a musical co-play. It is not the therapist’s music that sounds, 
but the music of both of them. The music contains the affective state that is shared by 
the therapist and Mrs. Henderson and that is present in the here and now in the ses-
sion. Playing music is the only way in which the therapist can react on the intense and 
almost unbearable affective resonance that appeared in part A. 
The MMAR also continues throughout the silence and moves on in the second im-
provisation. The intimacy of the music that was already present in the first improvi-
sation gets even more intense in the second one. The music becomes more sober, the 
musical structure moves to the background and musical parameters of timbre, dyna-
mics and tempo determine the style of the improvisation. The therapist improvises in 
a musical reverie in relation to Mrs. Henderson. The receptivity of Mrs. Henderson 
towards the music is very big and it seems as if the music that is played is the only 
music that can sound at that particular moment. The therapist perceives the music as 
not coming from herself. The sober and intimate style differs from her usual style of 
improvising. Nevertheless, the therapist improvises intuitively, guided by the music. 
She is marveled by the sound of the music: the dreamy atmosphere and the peaceful-
ness. At the same time, the therapist is astonished by the beauty and the pureness of the 
music and almost gets anxious and sad about the fact that she cannot control the music 
and has to let it go. I interpret the post-resonation in both improvisations in that way: as 
an attempt to hold on to the precious moment. On the other hand, the post-resonation 
can also be considered as a confirmation of the fact that persons are in a therapeutic 
relationship (De Backer, 2008).
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6.3.4 synthesis case stuDy mrs. henDerson
6.3.4.1 comparison of the selecteD fragments
When comparing the four selected fragments of the case study of Mrs. Henderson by 
means of the different categories, certain tendencies can be seen. Table 6.8 acts as a 
guide for this purpose, though should only considered as a summary, gathering the 
phenomena and observations that I indicated as most characteristic.
Music: According to the observations that I gathered per subcategory, there are no big 
differences between the four fragments considering the musical aspects. I indicated the 
music of fragment H1 and H4 as being played in a reverie-style, which can be linked 
to the soberness of the music. In fragment H2 and H3, the music was more depending 
on a musical score, though in my understanding,it should still be considered as musi-
cal improvisation and in style not so different from the music of fragment H1 and H4. 
Overall, the intimacy and the soberness of the music, even when it concerned 
pre-composed music, come to the foreground. Timbre and register (especially with 
regard to the voice) should be considered within intra- and interrelational dynamics.
Relationship: I indicated all selected essential moments of meeting as MMAR. In 
fragments H3 and H4, the MMAR are preceded by an MAR that occurred during a 
verbal conversation between Mrs. Henderson and the therapist. During the MMAR of 
fragment H2, the therapist was not aware of the affective resonance. In this fragment 
the emphasis is on the musical interaction. It is also the fragment in which the musical 
score was followed the most, although I still indicated the music within the context of 
musical improvisation. 
For all four fragments, I highlighted the appearance of musical resonance between 
the therapist and Mrs. Henderson. Even when Mrs. Henderson did not play or sing her-
self, I considered the music as ‘shared music’. Additionally, the MMAR of fragments 
H2, H3, and H4 implied the appearance of the phenomenon of identification. From 
fragment H2, I interpreted the changes in register and timbre of the therapist’s voice 
with regard to this phenomenon. In my understanding, these fragments illustrate how 
the therapist intuitively ‘loans’ her voice to Mrs. Henderson which enables her to deny 
the loss of her own female voice. By singing Mrs. Henderson’s vocal part in the same 
way as Mrs. Henderson experienced her own internal voice, the therapist represents 
Mrs. Henderson in the music. 
Fragment H1 is the only fragment that is not indicated as comprising the pheno-
menon of identification. At this stage of the study, I am wondering if this is correct. 
Similarly to the other three fragments, H1 was indicated as containing a MMAR. I 
interpreted that the music that the therapist plays during this MMAR moment, is not 
the therapist’s own music, but music that presents both of them. For that reason I can 
say that Mrs. Henderson can identify herself with the therapist’s music, since she 
recognizes the music as being ‘her’ music and the therapist’s. This would mean that a 
MMAR always comprises some sort of identification-phenomenon, especially when 
the person with dementia does not improvise herself. It is too premature however, to 
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make any conclusions about this here. I’ll come back to this when I compare the fin-
dings of all four case studies in chapter 6 (see 6.6.5).
Physical aspects: On the physical domain, the same soberness as described in the mu-
sic, comes to the foreground. The physical movements are minimal. In fragment H1, I 
interpret Mrs. Henderson’s subtle movements with her arm within the context of cross-
modality, while I describe the movements in fragment H2 and H3 as a moving-along 
with the music. Though even then, these are not extraverted. 
An important issue that should be discussed about fragment H1 is Mrs. Henderson’s 
physical condition, compared to the other fragments. It is clear, when looking at the 
video-recordings of the four fragments that Mrs. Henderson looks much weaker and 
sedated in the first fragment. This session takes place soon after Mrs. Henderson’s ad-
mission to the unit, in a period where Mrs. Henderson receives much medication to 
suppress the agitation and anxiety that she suffers from. During the observations and 
reflections of the CRIG I bring this up. Although the CRIG agrees on possible influen-
ces of the psychopharmaca on Mrs. Henderson’s general condition, the CRIG-members 
believe that the effect on the essential moment of meeting, is not that determining.
Interventions: A same tendency can be seen with regard to the physical and musical 
aspects. There is some more visible activity in fragments H2 and H3, though this is 
limited and still seems to fit within an overall style of soberness and introversion.
  
 Fragment H1 Fragment H2-H3 Fragment H4 
Music 
• purely improvisation 
(musical reverie); 
• overall tendency of 
soberness, intimacy, and 
sharedness 
 
• pre-composed music = 
musical improvisation 
• overall tendency of 
soberness, intimacy, and 
sharedness 
• timbre of the voice is 
crucial 
• purely improvisation (musical 
reverie) 
• overall tendency of soberness, 
intimacy, and sharedness  
 
• music itself  is ‘in the lead’ 
Intrapersonal 
contact 
• Mrs. Henderson : huge 
receptivity towards music 
of the th. 
• general introversion 
• Th.: affected by Mrs. 
Henderson’s presence 
• Mrs. Henderson: 
recognizes music; 
identification with the 
therapist’s voice 
• Th.: resonates with the loss 
• Mrs. Henderson : huge receptivity  
towards music of the th. 
 
• general introversion 
• Th.: resonates with the loss;         
identification with Mrs. Henderson’s    
voice 
Interpersonal 
contact 
• MMAR following on 
MAR 
 
• H2: MMAR (identification) 
• H3: MAR followed by 
MMAR (identification) 
• adequate musical 
interaction 
• MAR followed by MMAR       
(identification) 
Physical 
aspects 
• minimal movements 
• (cross-modality) 
• movements along with the 
music 
• no extraversion 
• minimal movements 
Interventions 
• Mrs. Henderson: no active 
participation, receptive 
position; falls asleep  
• Th.: musical reverie 
• Mrs. Henderson: active 
participation  
 
• Th.: accompanies Mrs. 
Henderson 
• Mrs. Henderson: no active 
participation, receptive position 
 
• Th.: musical reverie 
 
 Table 6.6: Characteristic differences of the selected essential moments of meeting 
in the case study of Mrs. Henderson
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6.3.4.2 conclusions on case stuDy mrs. henDerson
When  I consider the findings of the case study with Mrs. Henderson in the light of the 
research question, I can draw three conclusions:
1. All four selected fragments contain a MMAR, three of them in combination with 
a MAR. In three selected fragments a MAR appears in the verbal conversation 
that preceded the musical improvisation (H152, H3, H4). During these MAR the 
therapist resonates with Mrs. Henderson on an emotional and physical level. The 
therapist experiences these moments as very intense and hard to bear. I consider 
it as typically for this case study that the music therapist seems to react on these 
MAR by playing music. The traumatic level on which the MAR occur, seems to 
imply that words are no longer sufficient. 
 Mrs. Henderson does not always participate actively in the music that follows on 
the MAR. Though the music that is played by the therapist, presents the music of 
both and captures the shared affect. For that reason, I indicated these improvisa-
tions as MMAR. Characteristic for the improvisations is the fact that the musi-
cal style differs significantly from the music therapist’s habitual style of playing. 
Musical parameters of tempo, dynamics and timbre come to the foreground as 
being most essential. ‘Slow’, ‘soft’ and ‘gentle’ are the adjectives that mostly de-
termine these parameters and that imply a sober and intimate musical style. 
    I also indicated fragment H2 as a MMAR, although its structure slightly differs. In 
this fragment the musical improvisation does not appear as a reaction or continu-
ation on a MAR. It is only after the meetings with the CRIG that the therapist rea-
lizes that she resonates with Mrs. Henderson on an affective level. She experiences 
the moment as a very special, and even essential moment of meeting, though on a 
merely musical level. In my understanding, the therapist is at that particular mo-
ment much more focused on the fact that there is an adequate musical interaction 
going on between her and Mrs. Henderson which she indicates as a MMR. The 
CRIG’s interpretation of the MMAR in fragment H2 has to be understood in rela-
tion to the phenomenon of identification as explained in the following conclusion. 
2. Essential moments of meeting can include a phenomenon of identification.
This occurred in three out of four selected fragments from the case study with Mrs. 
Henderson. I consider the phenomenon of identification in this case study with 
regard to the vocal improvisations in which the therapist sings with a clear and 
female voice. I made the interpretation as that the therapist’s singing enables Mrs. 
Henderson to identify with her own voice, and to cope with the affective theme 
of loss that comes to the foreground (H2, H3, H4). This theme incorporates the 
loss of her female voice, which is related to her age, to the fact that she is getting 
very old and to the loss of her mother. In fragment H3 and H4, this theme comes 
almost literally to the foreground in the conversations that precede the musical 
parts of the fragments. I consider the phenomenon of identification as essential for 
52 In fragment H1, one has to take the improvisation that preceded this conversation into ac-
count. Probably, the MAR already appeared in this first improvisation (in the form of an 
MMAR).
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Mrs. Henderson. In none of the three fragments, the therapist is conscious about 
the identification. It are the reflections with the CRIG afterwards that gave insight 
into this phenomenon. These reflections also led to the conclusion that the identi-
fication is inextricably linked to the fact that the therapist resonates musically and 
affectively with Mrs. Henderson.
3. The concept of musical improvisation should be considered in a broad sense.
In fragment H2 and H3, the musical part is based on an existing piece or song. In 
both fragments the therapist uses a musical score. Though, the overall interpreta-
tions on the essential moments of meeting do not differ from the other fragments 
where these scores are not used. The reason why I considered all selected musical 
fragments as musical improvisations, is based on the fact that the music is used, 
performed, and altered intuitively by the therapist. The quality of the musical pa-
rameters of timbre, dynamics, tempo and register appear to be very similar for all 
four fragments and illustrative for the MMAR between Mrs. Henderson and the 
therapist. 
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6.4 case study Minnie
6.4.1 introDucing minnie
Minnie is 92 years old when she is referred to the unit. Until then she lived on a ser-
viceflat53 with her husband. Since seven years, Minnie had memory problems. These 
were confirmed by a neurologist and increased progressively in the following years. 
Six months prior to her referral to the unit, severe BPSD were also diagnosed. These 
implied anxiety, mostly during the night, which resulted in nocturnal wandering. She 
clung to her husband and needed assistance in daily care. Since her husband could not 
manage the care for Minnie any longer, she was referred to the unit for persons with 
dementia and BPSD.
Minnie presents herself at the unit as a very friendly and good-looking lady. Looks 
always have been important to her. She dresses herself stylishly and feminine, speaks 
very distinguished and politely, and wants to be addressed in the same way. 
Behavioural symptoms that come to the foreground are wandering and a persistent 
clinging to every person on her way. These symptoms are partly interpreted as a result 
of the anxiety that Minnie seems to experience. Despite her stylish way of talking, 
Minnie’s speech is incoherent and it is difficult to have a normal conversation with 
her. Minnie is given a score of 7/30 on the MMSE. Her short and long-term memory 
is severely disturbed, and she is disoriented in time, persons and place. It is easy to 
catch Minnie’s attention, though she gets distracted very quickly. Neuropsychological 
screening confirms that Minnie is in an advanced stage of dementia and suggests de-
mentia of the Alzheimer’s type.
Apart from a pharmacological treatment with antidepressants and antipsychotics, 
Minnie is invited to participate in occupational group therapy, psychomotor therapy 
and individual music therapy. The structured day routine that is followed at the unit, 
also seems very helpful to Minnie. Minnie’s condition improves soon after her admis-
sion. She gets less clingy and anxious. 
In spite of the manifest improvement of Minnie’s condition, the interdisciplinary 
team, in agreement with Minnie’s family, refers Minnie to a nursing home that is lin-
ked to the serviceflat she lived in before. It allows her to stay very near to her husband 
and to benefit from the structured and safe, caring environment. Approximately three 
months after her admission to the unit, Minnie is transferred to the nursing home. She 
took part in 14 individual music therapy sessions.
53 A serviceflat is a small apartment, which is often linked to a nursing home or other care 
facility. It is meant for older people who can live relatively independently, but who need 
regular supervision from the sideline. 
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6.4.2 music therapy treatment (12 sessions)
6.4.2.1 overview of the music therapy treatment anD 
impression of session 2
According to the principle of data saturation, I only gathered data from the first 12 mu-
sic therapy sessions for this case study. I described each of them in a comprehensive 
way as illustrated in table 6.7. Out of the 12 sessions, I purposively selected sessions 
2, 6, 8, and 10 for further analysis. 
Session 1:  “Too busy, no time for music now…”
Session 2:  A normal interaction between a musician and a dancer
Session 3:  The ‘music box dancer’
Session 4:  Playing games within the music
Session 5:  “But you don’t even know how I’m going to play!”
Session 6:  “Let’s give a concert together and get famous!”
Session 7:  Music versus confusion
Session 8:  No dancing, no concealing
Session 9:  Musical interaction, just as before
Session 10:  Battle for some space
Session 11: Involved in the music and herself (Part 1)
Session 12: Involved in the music and herself (Part 2)
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  ﬁ
lle
d	  
w
it
h	  
w
at
er
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th
e	  
th
er
ap
is
t.
It
	  fe
el
s	  
ve
ry
	  c
om
fo
rt
ab
le
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w
ill
	  m
es
s	  
th
e	  
w
at
er
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6.4.2.2 summary of the music therapy treatment with 
minnie from a clinical point of view
Since the first session, Minnie presents herself as a distinguished lady, paying lot of 
attention on the way she appears, moves and talks. Her behaving in this sort of style, 
characterizes especially the first half of the music therapy treatment. It affects the the-
rapist in a way that the aesthetic properties of her musical play become much more 
important in the music therapy sessions with Minnie, compared to her clinical work 
with other persons with dementia. 
In the first sessions, Minnie dances a lot. Her movements are very gracious and 
elegant. By dancing, she participates in the sessions in a very expressive way. At the 
same time, she ‘asks’ the therapist to watch her as a spectator. It takes a while before 
the therapist becomes aware of the fact that her desire to let Minnie dance each session 
again, probably prohibits other things to develop in music therapy. 
Gradually, towards the second part of the music therapy treatment, Minnie’s need 
to express herself so manifestly seems to decrease. She is still involved in the music, 
though in a more sober and intimate way. More moments appear during which Minnie 
takes up a receptive position towards the therapist’s music. Along with this, the thera-
pist can refrain from her desire to let Minnie dance. 
Striking in the conversations that take place during the sessions, is the difference 
between Minnie’s functioning in the verbal parts and the musical parts. During the 
musical parts, the therapist often has the feeling of being in an interplay with a heal- 
thy person. In the verbal parts of the sessions, she notices how Minnie’s deficits and 
restraints come to the foreground. 
However, in the second half of the music therapy treatment, Minnie can gradual-
ly talk about her feelings of loss, her fear and her worries in a striking adequate way. 
During the music therapy sessions, Minnie does not show any behavioural problems. 
At the unit, it is mostly her clingy behaviour that causes some problems with staff and 
other patients. Since this decreases spectacularly during her admission, a permanent 
transfer to a nursing home occurs after approximately three months of admission. By 
then, Minnie has been taken part in 14 music therapy sessions.
6.4.3 selecteD fragments case stuDy minnie 
Four sessions were selected for a detailed analysis: session 2, 6, 8, and 10. Out of this 
analysis, I selected four fragments for this case study: one fragment each from session 
2 and 6 and two fragments from session 8 (Figure 6.29). Below, all four fragments are 
described separately. 
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6.4.3.1 fragment m1 (session 2: 05.56-06.43)
Context:
I selected fragment M1 from the second session. In session 1, Minnie talks almost 
continuously. Her speech is very incoherent and impossible to understand for the the-
rapist. In session 2, there is more space for the therapist to bring in some improvisa-
tional music. The session starts with an improvisation that she plays on the piano for 
Minnie. Minnie listens very focused and moves her right arm along with the music as 
Figure 6.27: Four selected fragments (case study Minnie)
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if she is conducting the therapist’s musical play. After the improvisation, Minnie stands 
up and wants to leave the room. The therapist explains to her that there is some time 
left that they can spend together in the music therapy room. Minnie changes direction 
and walks towards the windows to look at the garden. In the mean time the therapist 
starts an improvisation on the piano. Fragment M1 covers about the first minute of this 
improvisation (Figure 6.28).
Factual description:
The therapist starts to play the piano in a soft and gentle way. The music sounds drea-
my, within a reverie-style. In the mean time the therapist watches Minnie. She is lea-
ning at the windowsill to have a look at the garden in an attempt to find some kind of 
orientation on a visual level. After a few seconds she turns herself towards the therapist, 
saying: “I have to look where he… where he… From the garden… which one it is…”. 
Minnie is confused and disoriented in place. The therapist listens to her without inter-
rupting her musical play. Suddenly, after approximately 18 seconds, Minnie stops tal-
king and starts to tap her legs. When this ‘tapping’ develops into some gracious move-
ments of her arms, a dance appears. With her upper body, Minnie starts dancing ballet 
along with the therapist’s music. The music changes gradually: it gets more direction 
by means of a developing melody, a clear meter and a steady tempo. Although there 
is an obvious interaction between Minnie and the therapist, it is not clear to say who 
is following whom at each moment. Most of the time, Minnie and the therapist have 
eye contact, but due to the camera-position this is not visible on the video-recording. 
Fragment M1 covers approximately the first minute of the improvisation.
Figure 6.28: Fragment M1 within the context of session 2
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Figure 6.29: Musical score of fragment M1
Musical Score
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Musical analysis:
From my musical analysis, I discern two parts within this fragment. Part A: bars 1-2 
and part B: bars 3-8 (Figure 6.29). I situated an essential moment of meeting in part B.
Part A: Bars 1 and 2 can be considered as a kind of introduction to the improvisation. 
The music in these measures does not show a clear meter and the therapist plays in a 
rubato-style. In combination with the soft and gentle timbre, this results in a dreamy 
atmosphere in a reverie-style. In bar 2 a clear harmonic basis is introduced by an A 
minor-chord that will also be the key for the rest of the fragment. Bar 2 is subdivided 
into two parts because in the second part of this measure, a meter appears. The last 
four notes of bar 2 can be considered as a bridge to part B since they introduce the 
development of a musical structure. This is also illustrated by Minnie’s interventions: 
While Minnie is talking and not participating in the music during bar 1 and the first part 
of bar 2, she starts to tap with her hands on her legs during the second part of bar 2. 
Part B (essential moment of meeting): The rubato-style and dreamy atmosphere that 
characterized the introduction of this fragment, disappears in part B. A clear meter, 
a steady tempo and the continuation of the key A minor, form the basis for the deve- 
lopment of a musical structure. Arpeggios appear for the first time at the beginning 
of bars 4 and 5. In the mean time, Minnie stops tapping her legs, and starts to dance 
in a gracious way. In bar 6, a motif appears that will return more often in musical im-
provisations with Minnie: a melodic pattern, consisting of four descending, diatonic 
notes, is indicated as motif m1. The arpeggios (bar 4-5-6) can also be considered as a 
characteristic feature within music therapy with Minnie. 
Gradually, more rhythmic features appear in Minnie’s movements. Minnie’s dan-
cing and the therapist’s music share the same meter and tempo in this part. Towards 
the end of the fragment (bar 8), the timbre of the therapist’s play gets lighter: a more 
staccato play appears that coincides with Minnie’s rhythmic movements. This atmos- 
phere will continue for the rest of the improvisation. 
Reflections on an essential moment of meeting: moment of musical resonance 
(MMR)
I indicated part B of this fragment as an essential moment of meeting. Until then, 
Minnie is looking at the garden, where she visually searches for orientation. From part 
B, it seems as if the auditory level conjugates the visual level. I consider what happens 
in part B as a presentation of Minnie’s identity. The therapist’s music brings Minnie 
literally into motion. Instead of participating in the music by using her voice or by 
playing a musical instrument, Minnie chooses another modality and starts to dance. In 
my understanding, the dancing is the most logical modality for Minnie by which she 
can express herself and participate in the musical improvisation. Minnie’s cross-modal 
reaction results in a musical interaction between the therapist and Minnie. In her clini-
cal notes, the therapist indicates how she is surprised by the fact that Minnie starts to 
dance and how she experiences this moment on two different levels: On the one hand, 
the therapist is conscious of the fact that something ‘magical’ happens between her and 
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Minnie. From a cognitive angle it is almost unbelievable that Minnie can interact with 
the therapist in such an adequate way. On the other hand, the therapist simply enjoys 
the musical interaction and would rather describe it as ‘evident’ instead of extraordi-
nary. From that stance, this moment resembles previous experiences of the therapist 
where she is in a musical interaction with a dancer or another musician. 
I consider the gracious way in which Minnie dances, as a representation of an im-
portant part of her identity. It not only gives the therapist information about her past 
(it is clear from her dancing that she had been dancing ballet in the past), but her way 
of dancing also resonates with the expressive and stylish way she presents herself at 
the unit. In her dance, Minnie presents herself very expressively and demonstratively, 
as if she is a performer who wants to be looked at and not as a person with dementia. 
In my understanding, the music provides Minnie a clear identity on the one hand and 
on the other hand creates a constructive outlet for the physical agitation that she shows 
at the unit. The holding function of the music plays an important role. The music keeps 
Minnie together on a physical and mental level. Striking though is how the demonstra-
tive way in which Minnie acts, contaminates the therapist. The therapist focuses on 
Minnie’s expressive movements, and resonates with Minnie on a musical level, which 
results in a MMR. The therapist’s music gets more ‘crowded’ and some characteristic 
features, that introduce Minnie’s identity, come to the foreground. Illustrations of these 
musical features are the arpeggios at the beginning of bars 4, 5, and 6, and the melodic 
theme (m1, m1’). These features are characteristic for the music and movements in 
music therapy with Minnie. They provide the therapy a kind of continuity that can be 
considered essential for Minnie. The playfulness that goes along with the music and 
movements represents an essential part of Minnie’s identity. 
The MMR seems to occur as a result of the music that sounds in part A. The space 
that the therapist creates by improvising in a reverie-style, gives Minnie the freedom to 
react or not react in the way she wants. It enables Minnie to enter the therapeutic space 
that is created by the sounding music which turns it into a shared space. 
6.4.3.2 fragment m2 (session 6: 11.05-12.17)
Context:
Fragment M2 is situated in the sixth session. In the previous sessions, Minnie’s dan-
cing along with the therapist’s piano-play, was mostly in the foreground. From session 
5, Minnie takes the initiative to explore some of the other musical instruments in the 
therapy-room. In the sixth session, Minnie and the therapist improvise on the same alt-
o-xylophone. Although there are some short moments of musical interaction, it is the 
sensorimotor action of hitting the bars of the alto-xylophone that seems to take priority 
over Minnie’s intention of making music. After the improvisation on the alto-xylo- 
phone, Minnie notices the guitar and asks the therapist to play for her. Fragment M2 
consists of the short improvisation that the therapist plays subsequently (Figure 6.30).
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Factual description:
Minnie and the therapist are sitting opposite of each other. The therapist starts to play 
the guitar, while Minnie is listening in a very concentrated way. During the improvi-
sation, her glance goes up and down from the therapist’s right to the left hand on the 
guitar. Most of the time, the therapist is looking at Minnie, now and then alternating 
with a glance towards her left hand. The therapist starts playing some simple chords. 
Immediately after the first sound, Minnie confirms by nodding. Following on the short 
introduction, the therapist starts to hum a melody, while continuing the accompaniment 
on the guitar. After about 35 seconds, the character of her musical play and humming 
gets more lyrical. At that moment, Minnie comments on the music by saying: “How 
nice!”. Except from some small movements of her head, as if she is still nodding, 
Minnie is sitting completely still. The therapist on the contrary, moves her upper body 
in an expressive way along with the music. After almost one minute, the therapist stops 
humming and starts to make rhythmic sounds by clicking her tongue. Minnie reacts on 
this by increasing the movements of her head. Immediately after the therapist plays a 
last chord, Minnie confirms very expressively with a smile and by saying: “Goddamn!”.
Figure 6.30: Fragment M2 within the context of session 6
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Figure 6.31: Musical score of fragment M2
Musical Score
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Musical analysis:
I discerned four parts from the analysis: part A, that I consider as the introduction of 
the musical fragment and that goes up to bar 8. Part B starts with a pickup to bar 9 and 
continues until bar 24. I indicated this part as comprising an essential moment of mee- 
ting. Another pickup introduces part C that starts in bar 25. Part D begins in bar 33, 
the final part of this fragment (Figure 6.31). 
Part A: In part A, the therapist improvises purely instrumentally, on the guitar. 
The two first bars of this part can be considered as a prologue. The terapist plays a 
bass-tone, followed by a triad within the key of C major. From the third bar on, the 
actual introduction to the rest of the musical fragment begins. The tempo is doubled 
and a waltzing rhythm in A minor appears. The final bar of this first part ends with an 
arpeggio on the chord of G major.
Part B (essential moment of meeting): After the introduction, the pick-up to bar 9 
leads to part B. In this part, the therapist starts to sing a melody within a clear musi-
cal structure. This consists of two musical sentences, both comprising eight bars. The 
timbre of the therapist’s voice is very soft and gentle and matches the acoustic sound 
of the guitar. Her musical play on the guitar that is started in part A is continued and 
has an accompanying function. The waltzing rhythm is preserved and the key of A 
minor is maintained. 
Part C: The therapist keeps on singing and accompanying herself on the guitar, though 
the character of the music changes. Instead of the waltzing-character within a 3/4-mea-
sure, a 6/8-measure is introduced in which she plays broken chords. The melody chan-
ges in this part. It gets more lyrical and less rhythmical compared to part B. This melo-
dy consists of two musical sentences, within a clear dynamic structure: both sentences 
comprise two bars in crescendo and two bars in decrescendo. In the third bar of part C 
a kind of interruption in the continuity of the therapist’s guitar-accompaniment results 
in a 5/8-measure that lasts two bars (27-28). Subsequently a 6/8-measure is continued. 
Part D: Part D can be considered as B’. The accompaniment in a 3/4-measure in the 
waltzing-style reappears. Instead of a vocal melody, the therapist clicks her tongue 
along with the rhythmic figure of the guitar-accompaniment. In the last three bars of the 
fragment, she stops clicking and finishes the improvisation by means of a clear cadence. 
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR)
From the observations and interpretations of the CRIG, I indicated part B of this frag-
ment as an essential moment of meeting. The intimate character that is created by the 
sound of the guitar and the therapist’s voice, can be considered as an intense musical 
contact between Minnie and the therapist. Although Minnie is not playing herself, 
her way of listening illustrates her involvement in the music. Already from the begin-
ning of the fragment, Minnie is fascinated by the guitar and looking at it with great 
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focus. Interpretations from the CRIG show that from part B, when the therapist starts 
singing, she touches something in Minnie, that affects her musically and affectively. 
The moment during which she opens her mouth in bar 10 can be considered literally 
as an illustration of her immense receptivity towards the music. The music ‘feeds’ her, 
and she opens her mouth to accept the music. This receptivity contrasts greatly with 
the active way of talking, moving, and dancing in the previous music therapy sessions. 
Although Minnie shows a physical agitation and restlessness at the unit, she does not 
show any need to move or talk during this entire fragment. The demonstrative and play-
ful way of behaving that characterizes Minnie’s style, is also absent in this fragment. 
Minnie can leave this behind and hushes towards a more introvert position. Instead of 
acting on a concrete and demonstrative level, on the level of external reality, Minnie 
turns inwards. I consider the soft and sober timbre of the therapist’s voice and guitar 
as a confirmation of how this occurs within a shared therapeutic and musical space. 
From the therapist’s clinical notes, it is clear that her desire to let Minnie dance 
again is still present here, though on a less manifest and conscious level. I interpret 
the waltzing-character of parts A, B and D as referring to the dance in that context. 
However, the therapist’s desire seems not to prevent her from creating a comfortable 
space for Minnie to be in. On the contrary, the referral to the dance, an element from 
out previous sessions, provides in my understanding some kind of continuity and a fa-
miliar atmosphere in which Minnie feels safe enough to take up her receptive position 
and to allow a MMAR to appear. The arpeggio in bar 8 and the clicking of the thera-
pist’s tongue are other features that provide this continuity by referring to something 
that appeared in the previous sessions. 
Another factor that I consider as playing an important role during this MMAR, is 
the therapist’s glance. During the entire fragment there is only one single moment of 
eye contact: in bars 21-22, just before the start of part C. Minnie’s glance is focused 
on the guitar and the therapist is looking back and forth between the guitar and Minnie. 
Although Minnie and the therapist are sitting face to face, the moments during which 
the therapist looks at Minnie are less intrusive than in previous moments in music 
therapy with Minnie. More than once, the therapist’s glance towards Minnie was con-
sidered by the CRIG as implying an expectation towards Minnie to react on the the-
rapist’s music, to participate in the improvisation by dancing and so on. The reason 
why the therapist’s glance is less intrusive and ‘expecting’ this time is the fact that she 
is playing the guitar. Due to her technical restraints on this instrument, the therapist 
focuses more on the technical performance of her musical play than on Minnie’s pos-
sible participation. Consequently, this enables Minnie to take up a receptive position 
in which nothing is expected from her. The MMAR is situated in part B and although 
Minnie stays very involved in the music in part C and D, the intensity of the contact 
between Minnie and the therapist in part B is not preserved. In my understanding, it 
is the eye contact just before the start of part C, that brings Minnie in some kind of 
formalism again. Her verbal affirmation (“how nice”) at the start of part C fits within 
this formalism because of its polite and stylish character. Another illustration of the 
difference between part B and the rest of the improvisation, is the fact that her mouth 
is closed from part C. Gradually, the MMAR disappears throughout part C and D. 
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I understand the variations that the therapist brings in musically in these parts as at-
tempts to prolong the MMAR or to return to it. 
6.4.3.3 fragment m3 (session 8: 2.50-4.42)
Context:
Fragment M3 is situated at the beginning of session 8, after the therapist’s summer 
holidays that lasted for two weeks. During this period, Minnie met a male patient at 
the unit with whom she gets along very well. Since that day, they are wandering hand 
in hand around the unit and give the impression to be in love. Because Minnie does 
not want to leave her friend, it is difficult for the therapist to motivate Minnie to come 
to music therapy. 
At the beginning of the session, the therapist starts a piano-improvisation and sug-
gests that Minnie dances again. Although Minnie agrees, she does not start to dance 
but sits down in a very receptive position and listens to the therapist’s music. Fragment 
M3 is approximately the last minute of the improvisation and also includes a part of 
the silence that follows on it (Figure 6.32).
Factual description:
The fragment starts when the therapist is improvising vocally and accompanying her-
self on the piano. Minnie is sitting next to her, a little bit oblique, directed towards the 
therapist and the piano. She has her hands folded in her lap. The expressive motions 
of the therapist’s upper body along with the music contrast with the small movements 
of Minnie’s head and hands. The therapist alternates between looking at the keyboard 
and looking at Minnie. Minnie does not search for eye contact. Her gaze is directed 
towards the therapist’s hands on the keyboard and it seems as if she is more staring 
than looking. 
After about 20 seconds, the therapist’s piano-play changes. It leaves its accom-
panying function and starts to dialogue melodically with the vocal part. Another 20 
seconds later, the therapist continues improvising purely instrumentally and drops the 
vocal part. A clear melodic motif appears then in the right hand of her piano-play. The 
finishing cadence of the improvisation is striking: at the same moment that the therapist 
adds her voice again for the last chord, Minnie’s staring gaze goes from the keyboard to 
a point up in the air. The last chord may post-resonate for several seconds after which 
Minnie says very softly: “Very nice”. While she says this, she shortly makes eye con-
tact with the therapist. The silence that appears after these words continues for almost 
half a minute. Then, Minnie interrupts it by talking with a more firm voice. What she 
says is difficult to understand. The therapist only reacts by nodding her head affirma-
tively when Minnie pronounces the words: “playing happily”.
Figure 6.32: Fragment M3 within the context of session 8
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Figure 6.33: Musical score and transcription of the verbal conversation of fragment M3
Musical score and transcription of the verbal conversation
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Musical analysis:
I distinguish five parts in this fragment. Part A captures the beginning up to bar 5. Part 
B goes from bar 5 to bar 9. Part C covers the end of the improvisation from bar 9 to 
bar 14, and part D indicates the silence that follows on the improvisation. As soon as 
Minnie starts to talk again after the silence, part E starts (Figure 6.33). I considered 
part D as an essential moment of meeting.
Part A: The fragment captures the end of an ongoing improvisation. This means that 
some of the musical features of part A were already present in the part of the improvi-
sation that preceded the fragment. The 12/8-measure for example, was already installed 
in the previous part of the improvisation. The rhythmic figure in the therapist’s left hand 
in bar 1 and 2, that is based on the fifth of A major, is a continuation of the accompa-
nying pattern from before. The melody in part A consists of an antecedent of two bars, 
starting with a pickup, and a consequent of two bars, also starting at the fourth beat. 
Part B: Most striking in this part is the dialogue that develops between the piano-part 
and the vocal part. The piano starts the antecedent with the pick-up to part B. This 
melody is identical to the antecedent of the melody in part A. The vocal part gives a 
melodic answer by means of a countermelody. In the consequent of the musical sen-
tence in part B, the voice takes over the lead. 
Part C: In this part, a new melody, based on the triad of A major, is played in the right 
hand on the piano, and not sung anymore. The melodic motif is indicated as theme m2. 
This theme will appear more often in music therapy with Minnie and is indicated as 
the music-box-dancer-theme following the CRIG’s association54. During the closing 
cadence the therapist adds her voice again to the piano-play. 
Part D (essential moment of meeting): The silence appears in this part. Although 
Minnie ‘concludes’ the improvisation by saying “very nice”, the music may post-re-
sonate for approximately 30 seconds. 
Part E: Minnie ends the silence by starting to talk again with a firm voice. Her speech 
does not seem to show coherence.
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) following on a moment of musical resonance (MMR) contai-
ning a phenomenon of identification 
The essential moment of meeting that I selected, occurs in part D of this fragment. I 
consider the post-resonation of the music in the silence as a MMAR. The fragment 
shows how there is no need for Minnie to express herself in a demonstrative and formal 
54 The melodic motif in the improvisation of this fragment ressembles the melody of ‘Music 
Box Dancer’, a well-known instrumental piece from 1974, by Frank Mills, a Canadian pia-
nist.
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way. Minnie listens to the music and reacts in a less expressive and more introverted 
way than usual. It was impossible to make interpretations for this MMAR without 
taking a preceding MMR into consideration. 
I consider the music that preceded part D, as preconditional for the MMAR to oc-
cur. The style of music that the therapist plays, is related to the way Minnie usually 
presents herself in music therapy: stylish, and embedded in some kind of formalism. In 
my understanding the music in part A, B, and C represents Minnie’s musical identity: 
a rich and aesthetic musical play, that affects both the therapist and Minnie. For that 
reason I consider part A, B, and C as MMR, containing the phenomenon of identifica-
tion. I interpret the fact that Minnie can take up a more introvert position, as that she 
does not need to show her expressive identity anymore.
I indicated the silence in part D as an MMAR. The therapist stops playing ‘Minnie’s 
music’ and the timbre of Minnie’s voice when she says “very nice”, sounds less firm, 
softer and less polite or formal. Her words does not end the improvisation. The MMAR 
that appears in the silence can be considered as the post-resonance of the music that 
sounds before. The therapist describes her experiences of the silence as very inten-
se. On the one hand she has the feeling to meet Minnie in a very authentic, peaceful, 
though vulnerable way. This is rather new to the therapist and she almost feels ho-
nored that it happens in her presence. On the other hand, the therapist is surprised by 
the way Minnie presents herself in the silence. It feels a little bit awkward and tensed, 
which makes the therapist longing for the ‘normal, funny and expressive’ Minnie again. 
From the interpretations of the CRIG, I link this latter impression to the fact that the 
therapist and Minnie are sharing a same affective state, in which the vulnerable part 
of Minnie, associated with the traumatic loss that  characterizes her current situation, 
comes to the foreground. Although the theme of ‘loss’ seems to be very present on an 
affective level, the contact between Minnie and the therapist within the silence, feels 
extremely adequate to the therapist.
When Minnie starts to talk for a second time (part E), she enters the discursive le-
vel. Minnie’s transition from the musical level on which she can present herself as 
very ‘healthy’ towards the discursive level on which the symptoms connected to her 
dementia immediately come to the foreground, is striking. 
Additionally, something should be said about the therapist’s glance, which I consi-
der paradoxically with the silence. Especially during the silence, the therapist’s glan-
ce is very intrusive. There is not a single moment that the therapist moves her glance 
away from Minnie. It is an unusual situation when a person is looking at somebody 
and nothing is said. In my understanding, this brings Minnie into troubles and forces 
her to make the move towards reality and the verbal discourse again. The intrusive 
glance consequently ‘shortens’ the essential moment of meeting.  
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6.4.3.4 fragment m4 (session 8: 09.04-14.08)
Context: 
Similar to fragment M3, fragment M4 also comes out of session 8. From out of the 
conversation that appeared at the end of previous fragment (M3), another improvi-
sation develops. Both Minnie and the therapist are participating actively in this new 
improvisation by making humming, blowing or whistling sounds. In the end, the the-
rapist improvises alone and adds a sober play on the piano. Fragment M4 focuses on 
the silences and the verbal parts that follow on this musical improvisation. The last 25 
seconds of the improvisation are also included to illustrate the transition (Figure 6.34). 
Factual description:
At the start of fragment M4, the therapist improvises a melody in her left hand on the 
piano, accompanied by a rhythmic pattern that she blows/whistles55. Minnie is sitting 
close to her, with her hands folded in her lap. She is not playing, but listening very at-
tentively. While the therapist is looking at Minnie, Minnie alternates between staring at 
the keyboard of the piano and looking at the therapist. When the therapist finishes her 
musical play after about 22 seconds, Minnie blows/whistles an answer on the musical 
cadence. The music may post-resonate for some seconds after which Minnie softly 
says: “Over”. She laughs and smiles when saying this, but her facial expression changes 
very quickly into a more serious look. Subsequently, Minnie looks around and starts 
talking. The translated transcription of her talking is presented in the following part 
together with the musical score. During the whole conversation (although it is more 
of a monologue), Minnie makes no eye contact, except for the moment where she asks 
the therapist to help her. Meanwhile, the therapist’s gaze is directed at Minnie conti-
nuously. Minnie’s facial expression clearly shows that she is worried. Some big sighs 
during her talking also illustrate this. When Minnie ends her talking by saying that 
she would be asleep in a minute, the therapist laughs carefully and closes the session.
Figure 6.34: Fragment M4 within the context of session 8
55 The sound that the therapist (and Minnie at the end of the improvisation) produce, is the 
result of something that can be situated somewhere between blowing and whistling. For 
completeness I decided to use both words to describe it.
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Musical score and transcription of the verbal conversation
Minnie:	“Oh,	how	do	I	have	to	go?	I	do	not	know	how	to	fix	it…	Because	I…	Well…	I	
don’t even know what I should say… I may not walk far away… (long pause)… Me bet-
ter	first	to	that…	to	that	[not understandable]… where he speaks also… No, it can’t… 
(long pause)… Do you know a solution?”
Th.: “For? Where can I help you with?”
Minnie: “I don’t know it myself… (long pause)…”
Th.:	“it’s	difficult…”
Minnie: “How do you say?”
Th.: “Not easy…”
Figure 6.35: Musical score and transcription of the verbal conversation of fragment M4
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Minnie: “Yeah… I don’t know, I would like for him to… that we can something… that 
we can make useful that we…where we stand… And go sitting there, where the others 
live… There… (long pause)… I don’t know a good [not understandable]. I would like 
for	both	something	good	I	wish	I	had	it…	But	then	I	first	have	to…	then	you	have	to	
come	again	with	each	other	first…	And	then	comes	also,	comes…	(long pause)… I 
would sleep in a minute…”
Th.: (smiles carefully and closes the session)
Musical analysis:
I indicated the musical part of this fragment as part A. This lasts for six bars and is con-
cluded by Minnie when she says: “Over”. In the following part of this fragment, part B, 
there is no sounding music. Verbal parts alternate with short periods of silence. Part B 
lasts for 4’30” and is indicated by me as an essential moment of meeting (Figure 6.35).
Part A:  Part A comprises the end of a musical improvisation that was already going 
on for about three minutes. At the beginning of this part, Minnie is not participating 
actively but listens to the therapist’s music. The therapist plays a very sober rhythmic 
accompaniment in her left hand, based on the fifth of A minor. In the mean time the 
therapist blows/whistles the same rhythmic pattern. In the fourth bar, the therapist 
changes from the blowing/whistling sound to the clicking of her tongue and to a sof-
ter ‘tss-tss’-sound. In bar 5, she retakes the blowing/whistling sound. After six bars, 
the therapist ends the music after a clear ritenuto. Minnie answers on the therapist’s 
cadence by adding a cadence herself: a repetition of the rhythmic motif that characte-
rizes this improvisation: a quaver as an upbeat to a downbeat within a 12/8-signature. 
Musically, the lightness of this musical part is striking. This is caused by the soberness 
of the therapist’s musical play and its rhythmic character. After Minnie has concluded 
the musical improvisation by means of a rhythmic cadence, she lets the music post-re-
sonate for some seconds and says “over” to finish it more clearly.
Part B (essential moment of meeting): This parts consists of some periods of silence, 
alternated with Minnie’s talking. When I approach this part from a musical point of 
view, it is mostly the parameters of tempo, timbre and phrasing that are striking. The 
timbre of Minnie’s talking is very soft and gentle. This contrasts with the merely firm, 
clear and loud voice that she presented herself during the first sessions. The tempo of 
Minnie’s speech, is also slower than usual. The short periods of silence in between, cre-
ate a kind of phrasing and transparency in Minnie’s speech. In the following reflection-
part, I used an interpretative approach for looking at the content of Minnie’s words.
Reflections on an essential moment of meeting: moment of musical and affective 
resonance (MMAR) following on a moment of musical resonance (MMR) contai-
ning a phenomenon of identification
I considered the selected essential moment of meeting in part B as a MMAR. In my 
understanding, this MMAR follows on a MMR containing a phenomenon of identifi-
cation in part A. 
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In part A, the therapist intuitively resumes some characteristic features (blowing /
whistling) in the music, that provide the therapy an essential continuity, but also un-
consciously ‘represent’ Minnie in the music. Similar to fragment M3, I consider this by 
means of the phenomenon of identification, that enables Minnie to take up a receptive 
position and recognize the music as being ‘hers’. From out of this receptive and more 
introvert position, a connection between the music and Minnie’s inner psychic space 
can appear which results in a MMAR in part B.  
When Minnie starts talking in part B, her speech is incoherent and confused. Though, 
the therapist experiences how the contact between the therapist and Minnie, that appea-
red during the preceding musical improvisation is maintained. Minnie shows herself 
in her talking in a very vulnerable though also authentic way. From the interpretations 
of the CRIG, I consider both Minnie’s expressive and more introvert, vulnerable way 
of being, as authentic parts of Minnie. Though, while the first way is more related to 
Minnie’s connection with the outside world, I interpret the latter as being more related 
to Minnie’s inner psychic reality. 
The fact that Minnie does not need to behave expressively anymore, is also illustra-
ted in her speech. During the MMAR in part B, Minnie's prosody is closely related to 
the music that preceded the verbal part. Even on a ‘physical’ level the transition from 
the music to the speech can be considered as occurring very fluently: from the piano, 
via the blowing/whistling to the talking. 
I consider the musical parameters of tempo, timbre and phrasing as the most im-
portant when approaching Minnie’s speech within a phatic dimension, and descri-
be them as respectively: ‘slow, soft and transparent’. This contrasts with Minnie’s 
expressive way of talking that appeared at the beginning of the music therapy treatment 
and that is much more demonstrative and directed outwards56. 
During the MMAR that appears after the improvisation, the therapist does not need 
to bring in music again. She is very receptive and sensitive to what Minnie brings in the 
here and now. I consider the therapist’s listening attitude as very musical, respecting 
the tempo, timbre and phrasing of Minnie’s speech.
It also appears in this fragment that the therapist’s glance is continuously directed 
towards Minnie. Though, it seems to be less intrusive, and less ‘wrecking’ than in frag-
ment M3. This time, I consider the therapist’s glance towards Minnie mostly from out 
an empathic stance towards her, as if the therapist wants to ‘hold’ Minnie by looking 
at her. 
In Table 6.8, the text from Minnie’s speech is shown, together with the CRIG’s 
interpretations. Minnie’s speech is not always understandable or coherent. And 
although the therapist is not participating that much in the conversation, there is a dia-
logue ongoing. Some of the themes that were discussed above, are illustrated in the 
interpretations. 
56 The content of her speech was then embedded in some kind of formalism and mostly went 
about things (e.g. flowers) she saw in the garden, about the therapist’s room interior and so 
on.
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 Transcription Interpretation CRIG 
0.40 
Minnie: “Oh, how do I have to go? I don’t know how 
to fix it… Because I… Well… I don’t even know what I 
should say… I may not walk far away…” 
Minnie is searching for a kind of orientation. 
She literally states that she does not know 
what to say. 
The fact that Minnie does not know what to 
say can also be understood as her reaction on 
the glance of the therapist: Minnie experiences 
this glance as if the therapist expects 
something from her and Minnie does not know 
how to fulfill these expectations. 
1.07 Long pause  
1.29 
Minnie: “Me better first to that… to that [not 
understandable]… where he speaks also… No, it 
can’t…” 
 
1.43 Long pause  
2.27 
Minnie: “Do you know a solution?” 
Th.: “For? Where can I help you with?” 
Minnie: “I don’t know it myself… (long pause)…” 
Th.: “it’s difficult…” 
Minnie: “How do you say?” 
Th.: “Not easy…” 
Minnie: “Yeah…” 
Minnie literally asks a question for help. The 
fact that she directs this authentic question to 
the therapist, illustrates the therapeutic 
relationship. Minnie experiences the space and 
safety to ask this question. 
Both subjects meet here on an equal level. A 
sharing of Minnie’s experience occurs. 
3.00 
Minnie: “I don’t know, I would like for him to… that 
we can something… that we can make useful that 
we…where we stand… And go sitting there, where the 
others live… There…” Long pause… Minnie: “I 
don’t know a good [not understandable]. I would like 
for both something good I wish I had it… But then I 
first have to… then you have to come again with each 
other first… And then comes also, comes…” 
Minnie points to the conflict between the 
feelings that she has towards her husband and 
towards the other patient at the unit. A conflict 
that we as care givers could observe, but that 
was never seen as a conflict by Minnie herself. 
4.37 Long pause  
5.00 Minnie: “I would sleep in a minute…” 
Going to sleep can be considered as an attempt 
from Minnie to escape from the unbearable 
situation. 
 
Table 6.8: Transcription and interpretation of the verbal part of fragment M4
MoMents of resonance in Musical iMprovisation with persons with severe deMentia
202
6.4.4 synthesis of case stuDy minnie
6.4.4.1 comparison of the selecteD fragments
In Table 6.9 I display the main properties of all four essential moments of meeting, to 
make some comparisons. I present the essential moments of meeting of fragments M3 
and M4 together, because of their common characteristics.
Music: With regard to music, I find differences between the essential moments of me-
eting in fragment M1 and M2 on the one hand and those of fragment M3 and M4 on 
the other hand. The music in M1 and M2 is characterized by the appearance of a musi-
cal structure: clear melodic lines or motifs, distinguishable rhythmic features, a steady 
meter, tempo and shared pulse, and a harmonic structure. I also consider the aesthetic 
properties of the music as significant for both fragments. Only regarding timbre, I no-
tice a difference between both fragments. While the timbre in fragment M1 develops 
towards a light and playful timbre, the character of the music in fragment M2 stays 
more soft and intimate. 
From the analysis, I indicated the music of the essential moments of meeting in 
fragments M3 and M4 as ‘inaudible music’. The essential moments of meeting occur 
during a silence, in what I consider as the post-resonation of the music. In my under-
standing, the qualities of the musical parameters, especially these of timbre, tempo and 
phrasing are maintained in the silence, in the listening attitude and in Minnie’s speech.
Relationship: Here, I notice a difference between fragment M1 on the one hand and 
fragment M3 and M4 on the other hand. In fragment M1, I consider the essential mo-
ment of meeting as a MMR. The therapist and Minnie are improvising together in mu-
sic and dance. A clear interaction is visible on a demonstrative and expressive level. 
With regard to fragment M3 and M4, I indicated the essential moments of meeting as 
MMAR and occurring during a silence. In my understanding, these moments are very 
intimate and are characterized by introversion on the side of Minnie. This implies a 
great receptivity from Minnie towards the music that preceded the MMAR. 
I situate the relational dynamics of fragment M2 in between fragment M1 on the 
one hand and fragment M3 and M4 on the other hand. Minnie’s growing receptivi-
ty in fragment M2 shows similarities with the following fragments (M3-M4). On the 
contrary, the therapist’s music in this fragment contains several features that refer to 
the expressivity of the music and dance from previous moments in the music therapy 
process with Minnie (illustrated by M1). I interpreted this as that the therapist’s musi-
cal desire is in the foreground in fragment M2, while Minnie does not show the need 
(anymore) to express herself in fragment M2.
In none of the four fragments physical contact occurred in the strict sense of the 
word. 
Eye contact seems to play an important role in relation to the occurrence of essen-
tial moments of meeting, more specifically with regard to the therapist’s glance. For 
the four selected fragments, I interpreted the therapist’s glance in different ways: In 
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fragment M1, the glance of the therapist got a functional role. Minnie wants to ‘per-
form’ and places the therapist in the position of spectator (beyond musician). In frag-
ment M2, Minnie and the therapist are sitting face to face. Though, the glance from 
the therapist is not directly focused at Minnie, because she needs to focus on the tech-
nical aspects of playing the guitar. I consider the fact that the therapist does not look 
at Minnie full of expectation, as the reason why Minnie could make a shift towards a 
receptive position. It is in fragment M3 and M4 that I interpret the therapist’s glance 
towards Minnie as intrusive. From the position of the therapist, the continuous looking 
at Minnie can be understood as an attempt from the therapist to ‘hold’ Minnie and to 
look for visual confirmation. For Minnie however, this continuous glance can be per-
ceived as very demanding, as if the therapist expects her to talk or react. From this latter 
angle, this glance can be interpreted as being closely connected to the verbal, cognitive 
level, which is most affected by her illness. In my understanding, this explains why 
Minnie averts her gaze away from the therapist several times in fragments M3 and M4.
Physical aspects: Especially in fragment M1, the physical movements play a crucial 
role for the occurrence of an essential moment of meeting. The therapist’s music lite-
rally brings Minnie into motion. The development of her first movements into a dan-
ce, offers Minnie the possibility to present herself in her own, expressive and stylish 
way. The dance enables Minnie to enter the musical interaction with the therapist. In 
the other three fragments, the dance is not in the foreground anymore. In fragment 
M2, the therapist’s music refers to the dance by means of the waltzing-rhythm, but the 
expressiveness that characterized the essential moment of meeting of fragment M1, 
does not appear in fragments M2, M3 or M4. The receptive position that Minnie takes 
up in these latter fragments implies a more introverted body posture and a decrease in 
physical movements. 
Interventions: With regard to this category, I notice a same division between fragment 
M1 on the one side and fragment M3 and M4 on the other side. In fragment M1, both 
the therapist and Minnie use the music in a functional way. It acts as a container for 
Minnie’s agitation, and gives form and meaning to her movements. The music also al-
lows Minnie to participate in the improvisation from out of her own specific modality, 
the dance. In fragment M3 and M4, both persons allow the silence to appear and exist. 
In fragment M4 Minnie starts talking, though in such an introverted and intimate way 
that her speech can be related to the silence. 
In fragment M2, the unconscious desire of the therapist to let Minnie dance, comes 
to the foreground in her musical play on the guitar, while Minnie does not ‘(re)-act’ in 
the same expressive way. With regard to the category of interventions, Minnie’s part 
in M2 is related more to fragments M3 and M4.
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6.4.4.2 conclusions on case stuDy minnie
I drew four conclusions from the findings described above. These are applying to case 
study Minnie and are based on three phenomena that occur during the selected frag-
ments: MMR, MMAR, and the phenomenon of identification.
1. Essential moments of meeting can be indicated as a MMR.
    Fragment M1 was entirely nominated as a MMR. Though, the attunement between 
the musical parameters of both Minnie and the therapist should then be interpreted 
in a broad sense, translated and applied within Minnie’s movements and dance. 
The musical interaction between Minnie and the therapist is situated on a cross-
modal level. Characteristic for the therapist’s experience of this MMR is the fact 
that she perceives the musical interaction with Minnie as very adequate, as if two 
equal and healthy subjects are performing together.
2. Essential moments of meeting can be indicated as a MMAR
 
 Fragment M1 Fragment M2 Fragment M3-M4 
Music 
• musical structure  
• dance = musical 
improvisation  
• aesthetic properties  
• contains and represents 
• musical structure remains 
• contains elements from 
dance 
• aesthetic properties  
• soft, sober timbre 
• music post-resonates in silence, 
listening and speech. 
 
 
• soft, sober timbre 
Intrapersonal 
contact 
• Minnie: physical agitation is 
contained by the music; 
recognizes herself in the 
music 
• Th.: contaminated by 
Minnie’s expressiveness 
• Minnie: shift towards 
receptivity; fascinated 
 
 
• Th.: holds on to dancing 
(musical desire) 
• occupation with guitar-play 
• Minnie: introvert, vulnerable, 
authentic  
 
 
• Th.: resonates with the loss 
Interpersonal 
contact 
• MMR 
 
 
 
 
• adequate musical interaction 
• MMAR  
• receptivity from Minnie 
towards th.’s music 
 
• MMAR following on MMR  
• receptivity from Minnie towards 
th.’s music,  
• receptivity from therapist 
towards M. talking (M4) 
• adequate meeting 
Physical 
aspects 
• Minnie’s dancing: expressive 
way of showing her identity 
(cross-modality) 
• Minnie’s dancing only 
present in therapist’s music 
• no dancing anymore 
Interventions 
• Minnie: performs 
 
• Th.: focuses on external 
expressions 
• Minnie: receptive position 
 
• Th.: guitar-play: continuation 
of the dance  
• Minnie: receptive position, 
verbal reverie 
• Th.: listening attitude, (intrusive) 
glance 
 
Table 6.9: Characteristic differences of the essential moments of meeting in the 
case study of Minnie
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    I indicated three out of the four selected essential moments of meeting, as MMAR: 
M2, M3, and M4. Three characteristics of the MMAR emerged:
• MMAR are experienced by the therapist as being very intense. This is most 
clearly described by the therapist in fragment M3. Although the therapist 
intensively enjoys the beauty of what happens (the aesthetic value of the 
sounding music – and the feeling of being privileged to be part of it), she ex-
periences the traumatic character of the silence that occurs. This results in a 
kind of ambiguous feeling of willing to escape from the moment on the one 
hand, and willing to prolongue it on the other hand.
• MMAR can occur within a silence that follows on a musical improvisation. I 
interpret the silence in fragments M3 and M4, in which the MMAR occur, as 
a post-resonation of the music that sounds before. The music inaudibly con-
tinues in the silence. I also approached Minnie’s speech that appears in the 
silence of M4 by means of its musical parameters, which illustrate that this 
speech is closely connected to the inaudible music. For that reason these es-
sential moments of resonance were situated on an affective as well as musical 
level.
• MMAR can follow on MMR containing a phenomenon of identification. I 
made the supposition that the phenomenon of identification is closely rela-
ted to the occurrence of MMAR. In my understanding, it was important for 
Minnie to recognize herself in the therapist’s music. This enabled her to adopt 
an introvert, receptive position (in contrast to her expressive behaviour) which 
could result in a MMAR.
3. All three MMAR occurred within an overall atmosphere of soberness and intro-
version. While Minnie presented herself in fragment M1 in a very expressive way, 
this was different for the three fragments that contained a MMAR. These fragments 
(M2, M3 and M4) are characterized by Minnie’s introvert style of behaving and 
receptivity towards the therapist’s music.
4. Receptivity plays an important role in the occurrence of MMAR. Beyond Minnie’s 
receptive position, the CRIG also emphasizes the importance of a receptive 
listening attitude on the therapist’s side. In fragment M4, I consider a shift from 
Minnie’s receptive way of listening during the musical improvisation that precedes 
the MMAR towards the therapist, who ‘takes over’ this receptivity in her listening 
towards Minnie’s speech.
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6.5 synthesis of the findings of the four case 
studies
In this section, I present a synthesis of my main findings from the four case studies. 
These findings were the result of in-depth analyses and interpretations of the CRIG, in 
which I participated as researcher as well as therapist. This implies that findings with 
regard to the subject’s experience, always have to be considered as interpreted and 
hypothetical. I could not check these with the subjects themselves. 
Eight themes emerged from the analysis, categorizing essential moments of meeting as:
1. moments of affective resonance (MAR)
2. moments of musical resonance (MMR)
3. moments of musical and affective resonance (MMAR)
4. occurring on a transsubjective level
5. occurring within the broad context of musical improvisation
6. occurring due to a specific therapeutic listening attitude
7. sometimes implying	phenomena	of	identification
8. occurring in an overall atmosphere of soberness and introversion in combination 
with a receptive attitude on the side of the person with dementia
Not in every case study, all the themes appeared to the same extent (see table 6.1057). 
Since I approached each as a study on its own, the findings of one case study were not 
integrated or applied in/to the other case studies. This occurred in a next and final step, 
which is presented in 6.6. 
 
	  	   A1	   A2	   A3	   A4	   	  	   B1	   B2	   B3	   	  	   H1	   H2	   H3	   H4	   	  	   M1	   M2	   M3	   M4	  
MAR	  
	   	   	   	   	   	   	   	   	  
(X)	  
	  
X	   X	  
	   	   	   	   	  
MMR	  
	  
X	  
	   	   	   	   	  
X	  
	   	   	   	   	   	  
X	  
	  
(X)	   (X)	  
MMAR	   X	  
	  
X	   X	  
	  
X	   X	  
	   	  
X	   X	   X	   X	  
	   	  
X	   X	   X	  
	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	  transsubjectivity	  
	   	  
X	   X	  
	  
X	   X	  
	   	   	   	   	   	   	   	   	   	   	  
musical	  
improvisation	  
X	   X	   X	   X	  
	  
X	   X	   X	  
	  
X	   X	   X	   X	  
	  
X	   X	   X	   X	  
listening	  playing	   X	  
	  
X	  
	   	  
X	   X	  
	   	   	   	   	   	   	   	   	   	   	  
	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	  identification	  
	   	   	   	   	   	   	   	   	   	  
X	   X	   X	  
	   	   	  
(X)	   (X)	  
introversion/	  
receptivity	   	   	   	   	   	   	   	   	   	   	   	   	   	   	   	  
X	   X	   X	  
 
Table 6.10: Appearance of themes and phenomena in the four case studies
57 Crosses indicate if a certain theme appeared for a particular fragment. Crosses between 
brackets refer to specific moments that preceded a selected essential moment of meeting. 
I did not interpret and discuss them in detail, though took them into consideration by the 
analysis.
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6.5.1 essential moments of meeting can be nominateD as 
moments of affective resonance
It was only in the case study of Mrs. Henderson that I interpreted essential moments 
of meeting as MAR (without the concomitance of musical resonance). I highlighted 
following characteristics for MAR:
- a sharing of affective states between therapist and person with dementia
- the therapist’s experience of resonating at an emotional and physical level
- the therapist’s experience that the shared affective state has a traumatic character and 
  is hard to bear
- developing during a verbal conversation or in the post-resonance of a musical 
  improvisation
- followed by a musical improvisation, leading to a MMAR
Summarized, and with regard to the case study of Mrs. Henderson, I consider MAR 
as moments during which the therapist resonates emotionally and physically with the 
person with dementia’s affective inner state. MAR are experienced by the therapist 
as very intense, and as having a traumatic character. They can develop during verbal 
conversations or during the post-resonation of a musical improvisation, and are fol-
lowed by a musical improvisation. The therapist experiences the musical improvisa-
tion as only possible reaction to the almost unbearable experience of the MAR. This 
musical reaction implies that a MAR can lead to a moment of musical and affective 
resonance (MMAR).
6.5.2 essential moments of meeting can be nominateD as 
moments of musical resonance
MMR appeared in three case studies (Anna, Betty, Minnie). Characteristics that I at-
tributed to the MMR are:
-  musical parameters of therapist and person with dementia coincide
-  the therapist’s experience that she is in a musical interaction with a healthy person 
-  occurrence of synchronous moments in movements, breathing and/or music
-  development towards a musical structure
-  therapist’s experience that she is guided by the music (only for the MMR in 
  fragment B3)
-  active participation of the person with dementia in the music by moving, singing 
  or dancing 
-  music is sober and subtle
I did not observe this latter characteristic in the MMR in case study Minnie. Here, I 
highlighted the expressiveness and aesthetic properties of the music. However, I inter-
preted this as being related to the personality of Minnie instead of being characteris- 
tic for the occurrence of an MMR. I describe this in more detail in the section on the 
phenomenon	of	identification	(6.5.7)
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I synthesize the characteristics of the MMR that appeared in the three case studies 
as follows: MMR, can be considered as moments in time during which the therapist 
resonates musically with the person with dementia’s music. It occurs that the thera-
pist’s has the feeling that she is guided by the music in her play. The music in MMR 
is characterized as sober and subtle. A coinciding of musical parameters of the person 
with dementia and therapist occurs and a clear musical structure can be discerned. The 
therapist experiences MMR as moments of musical interaction with a healthy person 
during which synchronous moments of breathing, moving or singing might occur be-
tween him- or herself and the person with dementia. Beyond the musical interaction 
in which both the therapist and the person with dementia participate, moments of  eye 
contact also might appear. MMR can be accompanied by active physical movements 
along with the music or in the form of dancing.
6.5.3 essential moments of meeting can be nominateD as 
moments of musical anD affective resonance
I indicated the majority of the selected essential moments of meeting as MMAR. In 
my understanding, MMAR imply resonance between the therapist and person with 
dementia on both a musical and an affective level. Overall, most of the characteristics 
that were attributed to the MMAR can be considered as a sum of these that were attri-
buted to MMR and MAR. Though, some differences appear. Synthesizing my findings 
of the different case studies showed that MMAR are characterized by:
-  a sharing of affective states between the therapist and person with dementia
-  the therapist’s intense experience of resonating at an emotional and physical level
-  a preceding MAR
-  a coinciding of musical parameters of therapist and person with dementia
-  a possible experience of the therapist of being in a musical interaction with a healthy 
  person
-  minimal physical movements 
-  a possible occurrence of synchronous moments in movements, breathing and/or 
  music 
-  appearance within a broad context of musical improvisation
-  a possible disruption of the musical structure
-  the therapist’s experience that she is guided by the music
-  a possible active participation of the person with dementia in the musical 
  improvisation, though not necessary.
I gathered these characteristics in following description of MMAR: 
MMAR in music therapy with persons with dementia, can be considered as moments 
in time during which the therapist resonates musically with the person with dementia’s 
affective inner state. MMAR can be very intense, or hard to bear and are experienced 
in an emotional and bodily way by the therapist. MMAR mostly occur during musical 
improvisation or in the post-resonance of a musical improvisation. It is not necessary 
that the person with dementia participates actively him- or herself. Nevertheless, the 
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therapist may experience MMAR as moments of musical interaction between him- or 
herself and a healthy person. MMAR might develop as a therapeutic reaction to a MAR. 
The music of the MMAR contains the shared affect, and presents it in a bearable form. 
MMAR are rarely accompanied by active physical movements and are characterized 
by an overall intimacy and soberness, especially with regard to the musical parame-
ters register, dynamics, tempo and silence. The therapist’s feeling that she is guided by 
the music is characteristic. A coinciding of the musical parameters of the person with 
dementia and the therapist is essential, the presence of synchronous moments in the 
musical interaction is not. It might occur that the musical structure falls apart when a 
MMAR appears, but this is not a necessary precondition for an essential moment of 
meeting to be indicated as a MMAR. 
6.5.4 essential moments of meeting can occur on a 
transsubjective level
In four fragments, that implied a MMAR (A3, A4, B1, B2), a phenomenon came to 
the foreground that I indicated with the term transsubjectivity, based on the theory of 
Ettinger (2006) and Van Camp and De Backer (2012). I attributed following charac- 
teristics to these MMAR: 
-  an absence of  mutuality between person with dementia and therapist
-  an unintential move from the therapist towards the person with dementia on a psychic 
  level
-  a listening playing on the side of the therapist
-  a receptive position from the person with dementia’s side/openness towards the psy-
  chic approach of the therapist
-  an overall atmosphere of soberness and introversion
Summarized, I consider transsubjectivity in music therapy with persons with dementia 
as implying an invisible and unintentional psychic move from the therapist towards 
the person with dementia. A MMAR on a transsubjective level is characterized by an 
absence of mutuality between the therapist and the person with dementia that he/she 
is resonating with. The therapist adopts a specific listening attitude (listening playing) 
and leaves his/her own independent position (including his/her own desires and dri-
ves) in favor of the therapeutic relationship. It is the music that guides the (therapist’s) 
musical play from which a MMAR may occur. MMAR on a transsubjective level are 
situated within an overall atmosphere of soberness and introversion, and imply a great 
receptivity from the person with dementia towards the unintentional psychic approach 
from the therapist. 
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6.5.5 essential moments of meeting occur within the 
broaD context of musical improvisation
Common for all selected fragments is that I situated the occurrence of essential mo-
ments of meeting within a broad context of musical improvisation. With regard to the 
relation between essential moments of meeting and the concept of musical improvisa-
tion, I describe five different features:
-  essential moments of meeting occur during, and/or following on a musical   
  improvisation
-  the concept of musical improvisation should be broadened
-  the concept of cross-modality needs to be taken into account
-  importance of specific musical parameters
-  a double role for musical improvisation in the occurrence of essential moments of 
  meeting
I considered all essential moments that I described, as occurring within the context 
of musical improvisation. This means that they appeared preceding an improvisation, 
during a musical improvisation itself, or during the post-resonance or silence after a 
sounding improvisation. Along with this context, I also considered the concept of mu-
sical improvisation within a broad sense, thus implying the use of precomposed music, 
the person with dementias’s listening attitude, and his or her way of speaking, moving, 
dancing, or behaving in the music therapy session.
Since the therapist followed a flexible treatment plan in the sessions, she was free 
to bring in well-known songs or other precomposed music along with free musical 
improvisations. This choice of interventions was made intuitively at the moment itself 
during the session, influenced by the clinical situation and the transference relationship 
between the therapist and the person with dementia. Thus in my understanding can the 
intuitive choice to bring in a pre-composed song or piece, be regarded as improvisa-
tional. Along with this I also consider the style in which the pre-composed music was 
integrated in the clinical context, as improvisational. The way in which songs were 
sung by the therapist, or the appearance of hesitations and waverings in the thera-
pist's performance of a classical piece could be attributed to the therapist’s feelings of 
counter-transference towards the person with dementia. 
Another finding in relation to the broad context of musical improvisation is rela-
ted to the fact that the person with dementia did not always activally participate in the 
musical improvisation. Often, it was the therapist who improvised musically while 
the person with dementia was listening without improvising herself. However, the 
fact that the relational dynamics between the person with dementia and the therapist 
had an influence on the musical play of the therapist, led to the interpretation that the 
therapist  was improvising ‘with’ the person with dementia instead of ‘for’ the person 
with dementia. I do not only interpret this as that the person with dementia participa-
ted in the improvisation on a merely psychic level. I also want to refer to the fact that 
the person with dementia’s way of moving, speaking and listening to the therapist 
can be approached and described in a musical way. It also happened that the therapist 
Chapter 6. CaSe StUDIeS
211
was improvising musically, while the person with dementia was dancing or handling 
a musical instrument in a tactile way, without the intention to make music. This oc-
curred for example in fragments M1 and B2. What happened then between the thera-
pist and person with dementia was indicated as an essential moment of meeting on a 
cross-modal level, based on Stern’s theory (Stern, 2000, 2010). Here I described how 
the quality of the movements and actions of the person with dementia coincided with 
the qualities of the music that was played by the therapist. This coinciding was not 
depending on the modality that represented it. The qualities that were described could 
be considered as a-modal. 
Apart from the modality in which the musical parameters appeared, findings showed 
how the qualities of some specific musical parameters came to the foreground in re-
lation to the occurrence of essential moments of meeting. Beyond the importance of 
silence, it were timbre, tempo, phrasing and dynamics, that I interpreted as playing a 
crucial role in the appearance of essential moments of meeting. Mostly, these para-
meters were qualified with adjectives similar to gentle (timbre), slow (tempo), open 
(phrasing) and soft (dynamics). 
Finally, the double role of musical improvisation in the occurrence of musical im-
provisation came to the foreground in the findings of the four case studies. Since this 
is closely related to the therapist’s listening attitude, I discuss this double role in the 
following section.
6.5.6 essential moments of meeting can occur Due to a 
specific therapeutic listening attituDe
I describe the therapeutic listening attitude that enabled the occurrence of essential 
moments of meeting, by means of two main issues:
- listening playing
- intra-subjective resonance on the side of the therapist 
In the case studies of Anna and Betty (fragments A1-A3-B1-B2) I indicated a speci-
fic therapeutic listening attitude by terms of listening playing as it was defined by De 
Backer et al. (2014). They discuss how listening playing can contribute to the thera-
pist’s attempt for resonating with the patient’s affect. The therapist listens musically 
to the patient’s affect while he or she is playing. The therapist has to play without any 
desire or memory in order to be receptive to anything that can come from the patient. 
This implies that the therapist allows herself to be guided by the music in her playing. 
With regard to my study, this can be considered as a first important role of musical 
improvisation. 
When I consider listening playing with regard to the concept of transsubjectivity, it 
can be linked with the fact that the therapist has to give up a part of his subjectivity in 
order to permit an essential moment of meeting to occur with the person with dementia 
(on a transsubjective level). In my understanding from the analysis of the case studies, 
an essential precondition for the therapist to take up this therapeutic listening attitude, 
is the fact that he or she is in resonance with him- or herself. Here, I consider a second 
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important role for musical improvisation: Musical improvisation has the capacity to 
give form to the therapist’s frustrations and disturbances. This enables the therapist 
to ‘digest’ these feelings and to come into resonance with herself. From there on, the 
therapist can take up the necessary receptive position towards the person with demen-
tia. Fragment A3 is a perfect example of the double role of musical improvisation in 
the occurrence of an essential moment of meeting. It illustrates how the therapist ini-
tially uses the musical improvisation to digest her emotions on the news that she got 
before the start of the session about Anna’s transfer and the death about her husband. 
The musical improvisation enabled the therapist to digest the news and to come into 
resonance with herself. From there, the therapist could adopt a listening playing that 
played a crucial role in the occurrence of an MMAR.
6.5.7 essential moments of meeting can imply a 
phenomenon of iDentification.
I brought the phenomenon of identification to the foreground in the case studies of Mrs. 
Henderson and Minnie, in each case study from its own perspective. 
In the case study of Mrs. Henderson, I linked the phenomenon of identification to an 
affective state that I interpreted as being related to feelings of loss. I referred to the fact 
that Mrs. Henderson can due to her illness, not behave, talk, or move in the way she 
used to, prior to her illness. I interpreted the phenomenon of identification as a kind of 
defense mechanism then, that permitted Mrs. Henderson to attribute personal features 
to external things and experience them as coming from herself. Most clear example in 
the case of Mrs. Henderson was the timbre of the therapist’s voice. By singing with a 
clear female voice, the therapist unconsciously represented Mrs Henderson in the way 
she was before she got old and dementing. This enabled Mrs. Henderson’s to identify 
with the therapist’s clear voice and to deny her own loss of juvenility. 
In the case study of Minnie, I described the phenomenon of identification from a 
different perspective (fragments M3-M4). I interpreted it as a phenomenon whereby 
Minnie identified herself with the music that the therapist improvised or sang. When 
the musical parameters of the therapist’s play coincided with Minnie's way of be-
having, talking, moving, or being, Minnie could recognize the music as being hers. 
The phenomenon of identification in musc therapy with Minnie implied a continuity 
in the therapeutic process, that offered feelings of safety. 
In my understanding, there is (in both perspectives) a close relatedness between the 
phenomenon of identification and the occurrence of essential moments of meeting. On 
the one hand, it seems as if the therapist needs to resonate with the person with demen-
tia before identification can occur. On the other hand it is the person with dementia’s 
identification with the therapist’s music that makes it possible that both subjects come 
into resonance with each other. I come back to this in 6.6.5.
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6.5.8 essential moments of meeting can occur in an 
overall atmosphere of soberness anD introversion in 
combination with a receptive attituDe on the siDe of the 
person with Dementia.
In one single case study (case study Minnie), I described the person with dementia’s 
introverted position in relation to a great receptivity towards the music and the thera-
pist. In my understanding, both the introversion and the receptivity of Minnie, were 
linked to the occurrence of a MMAR. In Minnie’s case study it implied an absence 
of her extravert and demonstrative behaviour. I made the interpretation that the fact 
that Minnie could acknowledge the music as coming from herself (identification), 
made that she did no longer had to externalize her behaviour. The identification with 
the music permitted Minnie to turn inwards while being receptive to the musical and 
psychic approach of the therapist. My interpretation of this phenomenon confirms a 
possible link between the phenomenon of identification and the occurrence of essen-
tial moments of meeting. 
6.6 reprise: coMparing case studies and linking 
findings
In this section, I present the final stage in the process of data analysis. I compare the 
findings from each separate case study with each other. This means that I explore if 
phenomena that I brought up in a specific case study, are absent in the other case stu-
dies, or not noticed in the prior stages of data analysis. I also consider possible rela-
tionships between the different findings.
6.6.1 reprise: mar, mmr anD mmar
Until now, I considered essential moments of meeting as being MAR, MMR or 
MMAR. I described all three concepts separately, despite the overlap between them.
The elaboration of other concepts and phenomena that appeared in the study, influen-
ced my understandings of all three types of moments of resonance. For example, the 
broad context in which I considered musical improvisation according to the findings 
of the case studies, had implications for the indications of MAR.
In this extra step in data analysis it became clear to me that:
- MAR should also be indicated as being MMAR
- MMR should also be indicated as being MMAR
I explain both findings.
The reason why I suggest to indicate MAR as MMAR can be explained with regard to 
the broadening of the concept of musical improvisation. Previously, I discussed that 
musical resonance implies a coinciding of musical parameters of therapist and person 
with dementia. I also stated that these musical parameters are not necessarily related 
to active music-making, but can also appear in dancing, moving, and even talking. 
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Thus also in these modalities, musical resonance can occur. From the interpretations 
of the CRIG, I had to conclude that the musical parameters of spoken language, can 
not be neglected in the context of moments of affective resonance. This interpretation 
refers to De Backer and Van Camp (1999) who discuss how “authenticity of speech, 
as we observe in the speech of a child, can only arise in the event of a connection with 
the affect” (De Backer & Van Camp, 1999, p. 16). Taking these considerations into 
account, made me conclude that the essential moments of meeting that I previously 
indicated as MAR, should be indicated as MMAR.
Another remark that I need to make, is that MMR can not exist without the involve-
ment of affect. Since music needs to be situated on the same level as affect (De Backer 
& Van Camp, 2014), it is impossible to resonate musically with another subject without 
resonating at an affective level. In the three fragments that were indicated as MMR, I 
can not state that there is an absence of affective resonance. Instead, I would suggest 
that the affective resonance was less in the foreground. The therapist’s musical desire 
and search for musical interactions, can be considered as an important factor  here. In 
the case study of Minnie this is clearly illustrated (Fragment M1, M2). 
Thus, I consider all selected essential moments of meeting, as implying musical 
and affective resonance. Since I eliminate the difference between MAR, MMR and 
MMAR, I indicate the essential moments of meeting under one umbrella of Moments 
Of Resonance (MOR). In order to understand this concept, it is important to consi-
der it on a continuum. I describe this in more detail in the following section, since it 
is closely linked to the levels of intersubjectivity and transsubjectivity (Figure 6.36). 
6.6.2 reprise: transsubjectivity anD intersubjectivity
Findings from the case studies showed how I indicated four essential moments of 
meeting as occurring on a transsubjective level (A3, A4, B1 and B2). In this section, I 
discuss musical transsubjectivity for all fragments and in relation to intersubjectivity. 
With regard to the characteristics of transsubjectivity, that I formulated in  6.5.4, I can 
conclude that the essential moments of meeting that were initially indicated as a MMR 
(A2, B3, and M1), do not seem to occur on a transsubjective level. Characteristic for 
these MMR is the therapist’s experience of being in a musical interaction with a healthy 
person and the fact that both persons participate in a reciprocal musical interaction. This 
refutes the absence of mutuality, which is one of the main characteristics of transsub-
jectivity. In contrast to the fragments that included the concept of musical transsubjecti-
vity, I situate these MOR (previously indicated as MMR) on an intersubjective level. 
Considering the essential moments of meeting in the other fragments, it was more 
difficult to situate these on either an intersubjective or transsubjective level. Initially, 
I indicated all these fragments as being MMAR. In my understanding, they differed 
from the three ‘intersubjective’ fragments (MMR) as that the affective resonance was 
much more highlighted. Approaching the term ‘affect’ and ‘affective’ in its pure sen-
se, implies that affective resonance mostly occurs on a transsubjective level. This was 
discussed in the CRIG. One of the CRIG-members referred to De Backer and Van 
Camp (2014) and described affects as differing from feelings. He indicated affects 
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as de-subjective, not belonging to one particular subject or psyche, and transcending 
the subjective realm. Further, he stated that affects are ‘gadding’ around atopically, 
that they comprise knowing and not knowing, and that they can not be represented in 
words. The MOR of fragment A3 and A4, where the death of Anna’s husband was 
shared on a transsubjective level between the therapist and Anna, are very illustrative 
within this context. 
Situating all the selected essential moments of meeting on an either intersubjective 
or transsubjective level, turned out to be impossible. It became clear during this step 
of analysis that MOR can occur on both levels at the same time or that there can be an 
alternation between both levels by means of subtle shifts. The MOR of fragment A1 
is illustrative in this context. Although Anna improvised together with the therapist, I 
would not indicate this MOR as a solely reciprocal interaction.
In my understanding, it is necessary to consider MOR on a continuum between inter-
subjectivity and transsubjectivity, as shown in Figure 6.36. The double line between 
intersubjectivity on the left side and transsubjectivity on the right side, illustrates that 
MOR can be situated on both levels at the same time. MOR that I situate more towards 
the right end of the continuum show more characteristics of transsubjectivity. In these 
MOR, the affective resonance is much more in the foreground. MOR that show more 
signs of mutuality, I situate more towards the left end of the continuum, on the level 
of intersubjectivity. The essential moments of meeting of fragments A3 and B2 are 
situated on the right end of this continuum since it was the therapist’s experience that 
these occurred on a purely transsubjective level. During these MOR there was a total 
absence of intersubjective meeting between the person with dementia and the therapist. 
On the left side of the continuum, I situated fragments A2, B3 and M1. I interpreted 
these as occurring on an intersubjective level and showing minimal signs of affective 
resonance. All other fragments showed characteristics from both transsubjectivity and 
intersubjectivity and are situated randomly in between the two poles. It is impossible 
to indicate these fragments to an exact place. 
Mor
 inter-
subjectivity
reciprocal
musical
interaction
a2
b3
M1
a1
M3
b1
h1
h3
a3
b2a4M4
h2
h4
Figure 6.36: Occurrence of MOR on a continuum of intersubjectivity and transsubjectivity
 trans-
subjectivity
affective
resonance
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6.6.3 reprise: musical improvisation in a broaD sense 
In the first section of this reprise I already discussed the necessary broadening of the 
concept of musical improvisation. I changed the term MAR into MOR since it beca-
me clear that other modalities (speech, moving and dancing) could intertwine with 
the musical parameters of musical improvisation. The concept of cross-modality also 
appeared in some fragments (A4, B2, H1, M1). 
In Table 6.11, I listed the 15 selected fragments and marked the way in which the 
essential moments of music appeared: during audible music, during a silence, during 
a verbal conversation or on a cross-modal level. From this overview I can confirm the 
broad sense in which musical improvisation needs to be considered in the context of 
the occurrence of essential moments of meeting. I can also emphasize the importance 
of silence as musical element, since more than half of the MOR occurred during a si-
lence. The three MOR that were situated on an intersubjective level (A2, B3, M1, see 
Figure 6.36), all implied audible music.
6.6.4 reprise: listening playing
Initially, I indicated this specific listening attitude only in four fragments (A1, A3, B1, 
B2). Though, broadening the concept of musical improvisation, also has implications 
for the use of the term listening playing.
One of the main characteristics of listening playing is formulated as that the thera-
pist listens musically to the person with dementia’s affect while he or she is playing. 
Though with regard to the MOR of fragment A4 for example, it is the inaudible mu-
sic that ‘sounds’ and that captures the MOR. The fact that I interpreted the silence as 
inaudible ‘music’ implies that the therapeutic listening attitude can be considered as a 
listening playing. Fragment M4 is another illustration of the fact that listening playing 
does not only appear within the strict sense of musical improvisation. One specific sen-
tence out of the narrative on an essential moment of meeting of this fragment is very 
illuminative in this context: “The therapist’s listening attitude can be considered as very 
musical, respecting the tempo, timbre, and phrasing of Minnie’s speech” (see 6.4.3.4).
De Backer et al. (2014) indicated listening playing as a basic attitude of the music 
therapist. From that opinion, I dare to conclude that listening playing appears in all 
selected essential moments of meeting. Analysis however, shows that the therapist’s 
listening play was less in the foreground in the MOR that I situated on an intersubjective 
	  	   A1	   A2	   A3	   A4	   	  
B1	   B2	   B3	  
	  
H1	   H2	   H3	   H4	  
	  
M1	   M2	   M3	   M4	  
audible	  music	   X	   X	   X	  
	   	  
X	   X	   X	  
	  
X	   X	   X	   X	  
	  
X	   X	  
	   	  
silence	  
	   	  
X	   X	  
	  
X	  
	   	   	  
X	  
	   	  
X	  
	   	  
X	   X	   X	  
conversation	  
	   	   	   	   	   	   	   	   	  
(X)	  
	  
X	   X	  
	   	   	   	  
X	  
cross-­‐modality	  
	   	   	  
X	  
	   	  
X	  
	   	  
X	  
	   	   	   	  
X	  
	   	   	  
 
Table 6.11: Occurrence of all selected essential moments of meeting within the 
broad context of musical improvisation 
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level. Reason for this can probably be situated in the field of the therapist’s own drives 
and desires. In the fragments that contained these MOR, the therapist appeared much 
more as a subject with her own desires and wishes. For that reason it is also no coin-
cidence that I indicated these MOR as occurring merely on an intersubjective level. 
In the MOR that occurred mostly on a transsubjective level, the therapist’s listening 
playing was of crucial importance. 
 
6.6.5 reprise: phenomenon of iDentification
In the case studies of Mrs. Henderson and Minnie, I discussed the appearance of the 
phenomenon	of	identification. From the moment that this phenomenon came to the 
foreground, I questioned a possible appearance of this phenomenon in the other (pre-
vious) case studies. With regard to this phenomenon I got the feeling that something 
essential was pointed out in relation to the occurrence of MOR. 
Initially, I described the phenomenon of identification from two different perspecti-
ves. A first perspective referred to the way a person with dementia could identify her-
self with the music that was played. A second perspective indicated the phenomenon 
of identification as a defense mechanism (6.5.7). Both perspectives had in common 
that they were closely related to resonance. After reconsidering the phenomenon with 
regard to the other case studies, I interpret MOR as being inextricably linked with the 
phenomenon of identification. It seems impossible to state if MOR occur due to the 
phenomenon of identification, or vice versa. MOR imply identification, and identifica-
tion implies resonance. The identification occurs on both a musical and affective level, 
and can not always be perceived in a concrete way. For example in the case study of 
Mrs. Henderson, where she ‘loans’ the therapist’s voice to sing herself, or in case stu-
dy Minnie, where the therapist intuively integrates some features of Minnie’s style of 
behaving in her musical play, the identification is noticeable in the music. Though, on 
an affective level, the identification occurred less manifestly and on a transsubjective 
level (e.g. A3-A4, where Anna recognizes the music as being ‘her’ music). Here, it is 
the therapist’s experience of the relational dynamics between herself and the person 
with dementia that can inform us about the occurrence of this phenomenon. 
6.6.6 reprise: introversion in combination with 
receptivity
In case study Minnie, I described the introverted position of the person with dementia 
in combination with a high receptivity towards the music and the therapist (M3-M4). 
I described this as contrasting with another selected moment where Minnie presented 
herself in a very expressive and demonstrative way (M1). 
After reconsidering these findings with regard to the other case studies, I dare to 
conclude that the combination of the introversion and the receptivity plays an im-
portant role in the occurrence of essential moments of meeting in music therapy with 
persons with dementia. More specifically, in my understanding, there is a correlation 
between the introversion/receptivity and the occurrence of MOR on a transsubjective 
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level. These MOR that I indicated as occurring mostly on a transsubjective level, also 
showed a high degree of introversion and receptivity on the side of the person with 
dementia. The MOR in which the person with dementia showed a more extravert be-
haviour, turned out to be situated merely on an intersubjective level. 
6.6.7 reprise: synthesis
Figure 6.37 presents a synthesis of the findings of the four case studies after compari-
son, synthesizing and linking findings. In chapter 7, I present these as answers on the 
research questions of the study.
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presence of/development 
towards musical structure
created by therapist and patient
audible music
synchronous moments
expressiveness
aesthetic properties
active, expressive movements
synchronous movements
patient: actively present, directed 
outwards
patient and therapist appear as inde-
pendent subjects (healthy patient)
eye contact
therapist: active musical listening
musical development stops: 
interruption or fragmentation
music is in the lead
(post-)resonates in silence, 
listening attitude and speech
coinciding of musical parameters
overall tendency of soberness, 
intimacy, and sharedness
timbre, dynamics, and tempo as 
essential parameters
minimal movements
therapist’s experience of being 
“frozen”
patient: receptive, introvert
patient exists only in relation to the 
therapist
no eye contact
therapist: listening play
Music
Physical aspects
Intra-personal contact
Inter-personal contact
Interventions
Mor
 intersubjectivity                                         transsubjectivity
Figure 6.37: Characteristics of MOR on a continuum of intersubjectivity and transsub-
jectivity 
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chapter 7: discussion 
In this final chapter, I present the findings of the study. I formulate answers on the 
research-questions and describe possible relations between my findings and these of 
previous research and existing theories. I also discuss the implications of the findings 
for clinical practice and future research as well as the limitations of the study. The 
overall study process changed me as a clinician and led to my development as a resear-
cher. Before formulating a general conclusion for this study at the end of this chapter, 
I shortly reflect on these personal issues.
7.1 findings
I present the findings in three parts, each of them containing an answer on one of the 
subquestions. In 7.4, I present a concluding answer on the main research question.
It is important to notice that all findings are based on the experiences of the the-
rapist and the interpretations of the data by the CRIG including me as therapist and 
researcher. It was not possible to integrate experiences directly from the subjects. The 
method that I applied for the study guaranteed that the connection with the clinical 
reality was maintained as close as possible. 
Findings also have to be considered from an ideographic perspective and with re-
gard to the case studies. 
7.1.1 subquestion 1: Defining essential moments of 
meeting
How can essential moments of meeting within a music therapy context with persons 
with severe dementia be defined?
Essential moments of meeting in music therapy with persons with severe dementia 
can be defined as moments where the person with dementia can present him/herself 
in his/her most authentic way. The relationship with another person is essential in this 
context. Meeting should be considered in a broad sense: it does not have to imply a 
mutual and visible interaction, but can also occur on a less manifest level. The person 
with dementia can experience an essential moment of meeting as a moment in which 
he or she feels respected and understood by another person. These moments need to 
transcend the issues that are related to the dementia-syndrome. They are mostly situ-
ated on an affective level where the person can exist as a ‘person’ with dementia in-
stead of a ‘dementing’ person. Essential moments of meeting fit the criteria for what 
Buber (1937) means by an I-Thou meeting and can be related to what Kitwood (1997a, 
1997b) considers as a meaningful and genuine relationship. 
This study identified moments of resonance as essential moments of meeting in mu-
sic therapy with persons with severe dementia. These are abbreviated as MOR and can 
be defined as follows: MOR in music therapy with persons with severe dementia are 
essential moments of meeting between a music therapist and a person with dementia. 
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During these moments, which occur unpredictably, the therapist musically resonates 
with the person with dementia’s affective inner state. The musical affective level on 
which MOR occur, transcends the cognitive and functional deterioration that affects 
the person with dementia in most other situations. MOR can be very intense and are 
experienced by the therapist on a bodily and affective level. On this level, there is no 
thinking or understanding involved. The therapist almost literally ‘vibrates’ with the 
person with dementia’s affect. 
MOR in music therapy with persons with severe dementia, need to be situated 
within a broad context of musical improvisation. It does not matter if the music is li-
terally played by the person with dementia, the therapist of by both persons together. 
MOR can also appear inaudibly in silence, in movements, or in the prosody. MOR 
imply that the person with dementia recognizes the style and character of the music, 
silence, movements, or prosody as being his or hers. Musical parameters of the per-
son with dementia and the therapist are coinciding in their way of behaving, talking, 
moving or listening, and are mostly characterized as sober and subtle. 
MOR occur on a continuum of an intersubjective level and a transsubjective level. 
MOR that are merely situated on an intersubjective level are characterized by the the-
rapist’s experience of being in a musical interaction with a healthy person during which 
synchronous moments of breathing, moving or singing might occur in a reciprocal 
meeting between him- or herself and the person with dementia. The transsubjective 
level is used to indicate the level of meeting that does not imply a mutual interaction 
between person with dementia and therapist. Transsubjectivity in music therapy with 
persons with severe dementia implies a receptive position from the person with demen-
tia towards the psychic approach from the therapist on an affective level. Both subjects 
unconsciously leave their own independent position (including his/her own desires 
and drives) in favor of a transsubjective meeting. Along with an overall introverted 
position, this can be described as ‘receptivity without mutuality’ from the side of the 
person with dementia. On the side of the therapist, a specific listening attitude needs 
to be adopted. The listening play implies that the therapist permits herself to be guided 
by the music that resonates with the psyche of the person with dementia. 
7.1.2 subquestion 2: Defining the characteristics of 
musical improvisation
What defines the characteristics of musical improvisation in a music therapy con-
text that contribute to these essential moments of meeting with persons with severe 
dementia?
I subdivided the answer on this question in two parts. In a first part I describe how the 
concept of musical improvisation needs to be broadened within the context of music 
therapy and persons with severe dementia. In a second part, I discuss the musical pa-
rameters that turned out to be of crucial importance for the occurrence of MOR. 
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The concept of musical improvisaton in a broad context
Musical improvisation in the way it contributes to the occurrence of MOR in music 
therapy with persons with dementia should be considered in a broad context. This 
means that I also consider the use of pre-composed songs or existing classical pieces 
within the context of musical improvisation. Findings showed that the way in which 
these musical pieces appear in a music therapy session is often strongly affected by 
the relational dynamics between the person with dementia and the therapist. Not only 
the intuitive choice for a certain song of piece at a particular moment in the session is 
guided by these dynamics, but also the way these are ‘performed’ by either the thera-
pist, the person with dementia, or both. I consider the border between musical impro-
visation and the singing of well-known songs as very thin. It can occur that the thera-
pist intuitively integrates existing songs in an improvisation, or that her playing of an 
existing musical piece, turns into an improvisation. These options illustrate how these 
different modes in which music is used, needs to be considered within the concept of 
musical improvisation.
I also situated the inaudible music that appears in the silence after a sounding im-
provisation within the contex of musical improvisation. The post-resonance that may 
appear then, can be considered as an ongoing musical improvisation. The same musi-
cal approach is needed when we consider the speech of a person with severe demen-
tia. Musical parameters that characterized a musical improvisation, may continue in 
the prosody that goes along or follows on the musical improvisation. Especially with 
regard to persons with severe dementia, where the usual ‘communicative’ function of 
speech is affected by the illness, I suggest that the phatic dimension of the speech gets 
special attention. Musical parameters of tempo, timbre, volume and dynamics are very 
relevant in this context.
I also want to emphasize the fact that in music therapy with persons with severe 
dementia, the person with dementia often does not play him- or herself. However, in 
that case, it would be wrong to conclude that the music therapist is only playing for the 
person with dementia. The findings suggest that the story of the person with dementia 
as well as the relational dynamics are also sounding in the musical play of the therapist. 
The music reveals something about the person with dementia and his or her transferen-
ce-relationship with the therapist even if the person with dementia remains in silence. 
This is linked to the cross-modality which comes to the foreground several times and 
that refers to the fact that therapist and person with dementia can present themselves 
within a MOR in a different modality, for example when a person with dementia is 
dancing while a therapist is playing music, as illustrated in the case study of Minnie.
Musical parameters
Certain musical parameters came specifically to the foreground in relation to the occur-
rence of MOR: along with silence, these were timbre, dynamics, tempo, and phrasing. 
The qualities of these parameters illustrate the (mostly) intimate character of a MOR. 
During the MOR, a coinciding between these musical parameters of the therapist and 
person with dementia occurred. 
Musical parameters of melody, rhythm, and harmony, came less to the foreground and 
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were mostly described in relation to an absence or presence of a musical structure. A 
musical structure was mostly indicated when MOR were situated on an intersubjecti-
ve level, and a musical interaction occurred between the therapist and the person with 
dementia. With regard to the MOR that were situated mostly on a transsubjective level, 
an interruption of the development of a musical structure was often described. 
7.1.3 subquestion 3: therapeutic interventions 
What therapeutic interventions58 contribute to the occurrence of essential moments of 
meeting in music therapy with persons with severe dementia?
Within the context of music therapy with persons with severe dementia, I consider 
specific therapeutic listening attitude as one of the main findings of the present study. 
I indicated this listening attitude as listening playing as it was described by De Backer 
et al. (2014). Though with regard to the specific population of persons with severe de-
mentia, I suggest to redefine this concept as follows: Listening playing in music therapy 
with persons with severe dementia refers to the therapist’s receptivity towards anything 
that can come from the person with dementia on a musical and affective level. The 
therapists listens to the person with dementia in a bodily and musical way while con-
sidering music(al improvisation) within a broad context. The therapist approaches the 
music as it appears by its musical parameters in the overall presence of him- or herself 
and the person with dementia, in their movements, their prosody, or in moments of 
silence. Listening playing implies that the therapist permits him- or herself to be led 
by the music and to give up a part of his or her subjectivity in order to allow a MOR 
to occur with the person with dementia. 
Therefore the therapist has to be into resonance with him- or herself. Findings of this 
study showed how the therapist intuitively used the structuring and appealing character 
of the music to connect with his/her own inner psychic reality and to evoke a recepti-
vity by him- or herself and on the side of the person with dementia. 
Apart from the therapist’s clinical experience and his or her knowledge of the cli-
nical phenomena that can appear in music therapy with persons with severe dementia, 
I consider the therapist’s own personal work as an important factor within the context 
of the study. I think that it is important that the therapist creates his or her own path 
to connect with unknown parts of him- or herself in order to be aware of these parts 
within the clinical situation. I emphasize the value of a therapist’s own personal psy-
chotherapy in this context as well as regular supervisions, intervisions and informal 
meetings with peers to ventilate or exchange thoughts. 
Finally, there is another function of the musical improvisation that I want to men-
tion: the therapist improvising him- or herself after a session, alone, with his or her 
supervisor, or with a peer, can help to digest what happened in the clinical situation 
and turn it into a meaningful understanding (De Backer, 2008).
58 Instead of a concrete intervention, it is a specific therapeutic listening attitude that I identi-
fied as being important for MOR to occur.
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7.2 relation of the findings to the eXisting 
literature
There are no previous studies that specifically focused on the combination of musical 
improvisation in music therapy, a severe stage of dementia, and phenomena that can be 
considered as essential moments of meeting. Nevertheless, there are overlaps between 
the study that is presented in this dissertation and some other studies on the domain of 
music therapy and dementia. Ridder (2003) and Ridder and Aldridge (2005) explored 
the relational dynamics with persons with frontotemporal dementia in music therapy, 
though with song-singing and voice work as the main intervention. Findings of their 
study resulted in the presentation of a non-pharmacological psychosocial approach that 
includes constitutional, regulative, dialogical, and integrative aspects. McDermott et 
al. (2014), explored the importance of music for persons with dementia from the point 
of view of  staff, family carers, music therapists and persons with dementia. In their 
psychosocial model of music in dementia focus was laid on three main themes: “Who 
you are”, “Here and Now”, and “Connectedness” (2.1.4). In the following sections, I 
discuss the overlaps with these studies and the presented study in more detail. I also 
explore similarities or differences with other studies and existing theories. This is 
presented by means of five themes that are related to the outcome of the presented stu-
dy: essential moments of meeting in dementia, moments of resonance, transsubjecti-
vity and intersubjectivity, musical improvisation in music therapy with persons with 
dementia and a specific therapeutic listening attitude.
 
7.2.1 essential moments of meeting with persons with 
Dementia
The study that is presented in this dissertation, uses a person-centred approach towards 
dementia as theoretical background (Brooker, 2003, 2007; Kitwood, 1997a; Kitwood 
& Bredin, 1992). This approach suggests that for persons with dementia, a relationship 
with others is essential to preserve their identity and personhood. According to this 
idea, I always consider moments of meeting with persons with dementia as essential 
as long as they are addressing the person’s psychosocial needs. In my understanding, 
the essential moments of meeting as I presented them in this study, meet these crite-
ria. Findings showed how during the essential moments of meeting, the person with 
dementia could present herself in her most authentic way, within a genuine and res- 
pectful meeting with the music therapist. These essential moments of meeting can be 
indicated as being I-Thou meetings according to the theory of Buber (1937) and can be 
considered within the highest levels of Maslow’s hierarchy of needs: self-actualization 
and self-esteem (Maslow, 1943, 1998).   
A person-centred approach towards dementia can also be found in music thera-
py literature. Ridder (2003, 2011a) formulates the acknowledgement of the person-
hood of a person with dementia as one of the main aims of music therapy. Studies of 
McDermott et al. (2014), and Ridder and Aldridge (2005) show how music can lead 
to communication with persons with dementia, even when others do not expect that 
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this is possible. McDermott et al. (2014) emphasize the fact that persons with dementia 
still have a musical identity and a need for shared meaningful experiences. This was 
also found by Pickles and Jones (2006). They hypothesize that persons with dementia 
still have a sence of belonging and being-in-the-world that does not have to be situated 
on a lingual or reflective basis. This sense of belonging can be made possible by mea-
ningful musical interactions. McDermott et al. (2014) and Ridder and Aldridge (2005) 
also discuss the fact that communication needs to be considered on an emotional level, 
where words are not in the foreground anymore. The findings of the presented study 
show lots of similarities with the findings of these authors, though seem to expand the 
concept of meeting and communication in music therapy with persons with severe de-
mentia. While McDermott et al. (2014), and Ridder and Aldridge (2005) label emotio-
nal communication solely on an intersubjective level, this study shows how essential 
moments of meeting can also occur on a transsubjective level when intersubjectivity 
is hardly possible anymore. 
One of the conclusions of McDermott et al.’s (2014) study is that meaningful mu-
sical experiences often result in experiences of emotional connectedness between per-
sons with dementia and other persons. They discuss how emotional connectedness 
could lead to the development of a meaningful relationship with others in many diffe-
rent forms. My study did not focus on the development of a therapeutic relationship. 
My change of research question in the beginning of the study already pointed out the 
importance of the here-and-now-meeting with a person with dementia. The fact that 
moments of meeting with persons with dementia are often volatile and not ‘long-stan-
ding’, was confirmed by the findings of the present study. The case studies showed 
how moments of resonance disappeared after a short time, with no guarantee that they 
would appear again within a certain period of time. Nevertheless, it were these short 
moments that I indicated as essential moments of meeting. 
While I found a demand for more studies on long-term results in the literature re-
view (see 3.8.4), a person-centred approach towards persons with dementia confirms 
the value and meaning of the here-and-now-moment for persons with dementia. This 
is also confirmed by McDermott et al.’s (2014) study. They concluded from the per-
spective of the music therapists, that the occurrence of meaningful connections with 
the person with dementia was more beneficial for the persons with dementia them-
selves, than a potential long-term effect. This study did not explore the occurrence 
of essential moments of meeting for the person with dementia in the overall process. 
Though, it could by hypothesized that essential moments of meeting can be considered 
as building blocks for a therapeutic relationship. It would be relevant to investigate 
this further, since the development of a therapeutic relationship, and following from 
this a psychotherapeutic approach to persons with dementia is challenged in literature 
(Bender & Cheston, 1997).
7.2.2 moments of resonance
One of the main findings of this study was the indication of essential moments of 
meeting as moments of resonance (MOR). The term ‘resonance’ is used in several 
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different contexts, each with different accents and specifications. The Oxford English 
Dictionary (2014) gives several different definitions for the word resonance. The one 
that I understand as being closest related to MOR as they appear in this study, defines 
resonance as a “corresponding or sympathetic response; an instance of this. In later use 
also: the power or quality of evoking or suggesting images, memories, and emotions; 
an allusion, connotation, or overtone”. The sympathetic response that is mentioned in 
this definition, alludes on the concept of fellow-feeling which is defined by the Oxford 
English Dictionary (2015) as “the quality or state of being affected by the condition of 
another with a feeling similar or corresponding to that of the other”.
Foulkes (1964, 1971, 1977) elaborated the concept of resonance with regard to 
group-psychotherapy. His descriptions of the phenomenon show clear similarities with 
the way I defined MOR on a transsubjective level. Foulkes defines resonance as “com-
munication without any message being sent or received, an a-causal and transpersonal 
process at the primordial level in the psychic network of communication” (Foulkes, as 
cited in Thygesen, 2008, p. 63). By transpersonal, Foulkes (1971) means that resonan-
ce includes and transgresses the individual, which can be linked to the transsubjective 
level as I described this in the findings of this study. 
In 2.4.4, the concept of resonance was already introduced by means of a working 
definition and a presentation of Gindl’s (2002) understandings of the concept. While 
the working definition changed throughout the study process, Gindl’s theory increa-
singly seemed to resonate the findings of this study, despite the fact that Gindl did not 
specifically focus on music therapy with persons with severe dementia. In the end, my 
definition of MOR shows clear similarities with Gindl’s description of emotional re-
sonance. Both definitions emphasize the appearance of a true self, the importance of 
the therapist’s listening attitude, the fact that coming into resonance can not be seen as 
a concrete intervention, and the importance of intra-subjective resonance with regard 
to the therapist. Gindl’s opinion that emotional resonance is an experience of interna-
lization could not be confirmed by the findings of this study, since interpretations and 
findings could not be checked with the subjects. 
With regard to music therapy and dementia, the concept of resonance can be found 
by Ridder and Aldridge (2005). In their use of the term, they refer to the way in which a 
person can resonate with the emotional undertones in songs. One of their findings links 
the emotional reaction of a person with dementia on a song, with the fact that he or she 
identifies him or herself with parts of that song. This shows some similarities with the 
phenomenon	of	identification as I described it in the presented study. Although, Ridder 
and Aldridge focus on reciprocal communication, their findings do not comprise the 
transsubjective level on which the phenomenon of identification is mostly situated in 
the present study. I consider a similar difference, with regard to Ridder’s text (2011a). 
She discusses resonance within the context of intersubjectivity and also refers to au- 
thors that situate the phenomenon of resonance within this context: Hart (2006), Siegel 
(2006), and Stern (2004). How Stern regards resonance as a basis for intersubjectivity 
is discussed in more detail in following section. Siegel defines resonance as a reci-
procal interaction and a form of interpersonal communication. Hart (2006) uses the 
term dyadic resonance to indicate how a sharing of affective information between two 
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persons can be reinforced. Ridder states that resonance as reciprocal phenomenon can 
lead to understandings and therapeutic change. This is only partly reflected in MOR 
as they are described in this study.
In chapter 2, I presented several terms from previous music therapy literature that all 
refer to particular moments of meeting between a music therapist and a patient (see 
2.3.3). None of the already existing concepts or terms from other authors, listed in 
Table 2.5, specifically focussed on persons with dementia. Nevertheless, I discuss 
some resemblances and differences. 
In my understanding, MOR fit a number of characteristics of meaningful moments 
following Amir (1996): the fact that they can be experienced on different levels, that 
they are difficult to describe and that they occur spontaneously. However it seems as 
if Amir’s meaningful moments are much broader interpreted and less specific than 
MOR. MOR seem to be meaningful moments, but not all meaningful moments can 
be defined as MOR. 
An important difference between Shoemark and Grocke’s (2010) study on inter-
play is that in their study, the therapeutic aim of the music therapy intervention is more 
focussed on evoking an active response by the patient. This is not the purpose in the 
context of MOR with persons with severe dementia. Shoemark and Grocke interpret 
interplay in a very broad sense and report different layers of the phenomenon by means 
of indicating seven markers of interplay. Interestingly, in their study they also explore 
moments in music therapy where a ‘meeting’ is not possible. In exploring essential 
moments of meeting, I did not take into account these moments, which can be consi-
dered as a limitation of the study (see 7.3). 
Although MOR show similarities with De Backer’s concept of moments of synchro-
nicity (2008), I see one clear difference. The concept of moments of synchronicity was 
developed with regard to persons with psychosis that were actively participating in 
musical improvisation. This is different from the MOR in music therapy with persons 
with severe dementia: the broad context of musical improvisation as it was presented 
as part of the outcome of this study, implies that person with dementia do not have to 
play music themselves to be involved in a MOR. This also differentiates this study 
from other studies (e.g. Trondalen’s (2005) study on significant	moments).
Austin’s (1996) musical moments show certain similarities to the MOR as I descri-
bed them in the present study. The sensitivity from both the therapist as the patient 
towards an intrapersonal as well as interpersonal meeting shows resemblances with 
the therapeutic listening attitude and the person with dementia’s openness towards the 
therapist’s psychic approach as I considered this in the context of MOR. Austin’s de-
finition of musical moments however, does not include the possibility for a meeting 
on a transsubjective level, but explicitly indicates the mutuality between both persons. 
Another difference between Austin’s concept and my understanding of MOR, is that 
Austin discusses the healing function of a musical moment. According to Austin, musi-
cal moments can result in change and growth within a music therapeutic process. Many 
of the concepts that I listed in Table 2.5 imply the factor change. In most cases these 
concepts were closely related tot Stern’s theories of the present moment as discussed 
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in chapter 2 (see 2.3.2) (Trondalen, 2005; Kim, 2006; Trondalen & Skårderud, 2007; 
Schumacher & Calvet, 2008; Ansdell et al., 2010; Shoemark & Grocke, 2010). An 
emphasis on change can also be found in Grocke’s study on pivotal moments. Grocke 
describes the opportunity of change as being essential with regard to a pivotal moment. 
Compared to these studies, the factor change gets less attention in the present study. 
Since several concepts in Table 2.5 came out of studies that were based on Stern’s 
theories (mostly affect attunement), I need to discuss the differences between an un-
derstanding of the MOR and Stern’s theory. I consider these differences with regard 
to two issues: First, it is important to situate Stern’s theories within a developmen-
tal perspective. Applying these theories to persons with severe dementia implies that 
findings can not be compared to the original perspective, being developmental infant 
research. Secondly, a difference in understanding of the term affect needs to be dis-
cerned when referring to Stern’s concept of affect attunement. In 6.6.2, I discussed 
how the term affect was used within the understandings of the CRIG. Affects were 
indicated as not belonging to one subject and atopical. Affective resonance could only 
occur on a transsubjective level, that transcends subjectivity. Stern situates affect at-
tunement in between resonance and intersubjectivity. He states that affect attunement 
starts from an emotional resonance and takes the experience from this to recast them 
into another form of expression. Stern discusses this ‘recasting’ as affect attunement, 
while resonance seems to be a starting point. He describes how the affect attunement 
provides a bridge from the presymbolic to the symbolic mind and to intersubjectivity 
(Beebe, Rustin, Sorter, & Knoblauch, 2003; Stern, 1985). In the following section, 
Stern’s vision on intersubjectivity is discussed along with the differentiation between 
intersubjectivity and transsubjectivity as it appears in the present study.
7.2.3 transsubjectivity anD intersubjectivity
The concept of transsubjectivity in relation to music therapy and/or dementia seems 
not to be investigated in previous studies. Hannibal (2000) explored intersubjectivity 
in music therapy with psychiatric patients. One of his conclusions was that the theo-
retical concepts of Stern, referring to relational patterns, also appeared within the ver-
bal and musical interaction between therapist and patient. Ridder et al. (2009) set up 
a research protocol for investigating the effects of music therapy on frontotemporal 
dementia. Changes that were noticed in the therapist-patient-relationship were indi-
cated as changes in intersubjectivity. From the findings of my study, I conluded that 
with regard to MOR in music therapy with persons with severe dementia, the term 
intersubjectivity did not cover the whole spectrum of MOR. Adding the concept of 
transsubjectivity turned out to be of crucial importance. I presented it on a continuum 
with intersubjectivity and linked it with the affective level on which MOR in music 
therapy with persons with severe dementia occur. 
Beebe et al. (2003) did an extensive review on the concept of intersubjectivity as it 
appeared by adult and infant theorists and concluded that the term intersubjectivity has 
no single, coherent meaning either in psychoanalysis or in infant research. They sug-
gest to use the concept of forms of intersubjectivity. Although Stern (2005) shares the 
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opinion on multiple meanings for intersubjectivity, he gives a definition of the concept:
“Intersubjectivity is the capacity to share, know, understand, empathize with, 
feel, participate in, resonate with, and enter into the lived subjective experience of 
another. It is a form of nonmagical mindreading via interpreting overt behaviors 
such as posture, tone of voice, speech rhythm, and facial expression, as well as ver-
bal content. Such a capacity is, of course, a crucial aspect of the work of psycho-
analysis, which assumes that the analyst can come to share, know, and feel what is 
in the mind of a patient, in the sense of what the patient is experiencing. And the 
analysand expects (hopes and fears) that the analyst can and will do this.” (p. 77)
Stern’s definition illustrates how he approaches intersubjectivity as a base concept 
that encompasses different layers and nuances and that concerns understandings and 
feelings. The definition correlates to a certain extent with my definition of MOR, 
though Stern does not differentiate between both levels of intersubjectivity and 
transsubjectivity.
In my understanding, I consider two major differences between intersubjectivity 
and transsubjectivity:
First, on a transsubjective level, the therapist has to give up partly her own sub-
jectivity (her own drives and desires) in order to permit a transsubjective meeting 
with a person with dementia to occur. Van Bouwel (2014) refers to Ettinger (1999), 
who states that the subject abandons her self-identity and reaches a state of sub-sub-
jectivity in which he or she is hypersensitive towards the other. Intersubjectivity on 
the other hand, implies a meeting between two independent subjects, each with their 
own drives and desires. Especially with regard to a severe stage of dementia it is es-
sential to realize that intersubjectivity cannot always be reached. This is illustrated by 
Kitwood and Bredin (1992): “As subjectivity breaks apart, so intersubjectivity must 
take over if personhood is to be maintained” (p. 285). Kitwood and Bredin emphasize 
the intersubjective meeting with persons with dementia, though have to admit that 
subjectivity cannot always be maintained on the side of the person of dementia. Since 
intersubjectivity is impossible without at least two independent subjects, I suggest to 
consider the intersubjectivity in Kitwood and Bredin’s quote as being situated on the 
transsubjective domain. 
A second difference between intersubjectivity and transsubjectivity is the presen-
ce or absence of mutuality. Within the context of persons with severe dementia, it is 
important to consider this absence of mutuality as a crucial characteristic of the the-
rapeutic relationship. The term transsubjectivity indicates how the meeting between 
therapist and person with dementia occurs on a level that transcends subjectivity. On 
this transsubjective level, a common psyche can be shared, that crosses the borders of 
subjectivity. Meetings on this level do not imply a reciprocal communication as inter-
subjectivity does. In that way, the term ‘meeting’ is not ideal to use within the context 
of transsubjectivity since it implies mutuality. In my understanding, the term resonance 
does not and is more suitable in this context. 
When I compare these findings and understandings on the differentiation between 
intersubjectivity and transsubjectivity, with Stern’s theory, I find an interesting pa-
rallel with Stern’s concept of core intersubjectivity. Stern (2005) describes a form of 
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intersubjectivity that is already present by newborns, as core (primary) intersubjecti-
vity, referring to Trevarthen (1978) and Trevarthen and Hubley (1978). Stern attributes 
phenomena of empathy, identification, internalization and cross-modality to this level 
of intersubjectivity. According to Stern, the recent development of theories on mirror 
neurons (Rizzolatti, Fogassi & Gallese, 2001) offers a neuropsychological mechanism 
for understanding the capacities of core intersubjectivity. The concept of core intersub-
jectivity resonates with what I defined in this study as MOR on a transsubjective level.
Finally, the question can be raised in what way transsubjectivity and intersubjecti-
vity can be seen as parallel to what Stern (2010) indicates as respectively ‘one-way- 
sharing’ and ‘two-way-sharing’ in intersubjectivity. The examples that Stern gives to 
explain the difference between both levels were already shown in 2.3.1: one-way sha-
ring is when one can say: “I know/feel that you know/feel”. Two-way-sharing would 
be then: “I know that you know that I know…” (p. 43). From my understanding, these 
examples illustrate a phenomenon between two independent subjects on a level that 
does not transcends subjectivity. Stern uses the terms ‘knowing/feeling’, which does 
not correspond with an affective level, where there is no cognition involved. Therefore, 
I suggest to situate Stern’s examples (and thus the concept of one-way sharing and two-
way sharing) on an intersubjective level, and not on a transsubjective level or within 
the context of what Stern (2005) indicates as core intersubjectivity. 
7.2.4 musical improvisation in music therapy with 
persons with severe Dementia 
Broadening the concept of musical improvisation
Findings of this study with regard to musical improvisiation with persons with severe 
dementia focus on the broad context in which musical improvisation needs to be con-
sidered. This broadening implied the diverse ways in which music appeared in the 
music therapy sessions and the understanding of the verb ‘improvising’ with regard to 
persons with dementia’s participation.
Existing theories that show links with this topic are proto-conversation of Malloch 
(2000), intrinsic communicative musicality of Trevarthen (1999) and Trevarthen and 
Malloch (2009) and cross-modality and dynamic forms of vitality of Stern (2010). 
These theories have in common that they are originating from studies on early mother-
child interactions. Characteristic for these interactions is that they are mostly situated 
on a non- or preverbal level. This explains why studies on music therapy and dementia 
often refer to these theories (Ridder, 2011a; Ridder et al., 2009). Protoconversation 
and intrinsic communicative musicality imply that verbal communication contains 
expressive elements in voice and body. These expressive elements are considered as 
communicative musicality which forms the basis for all human communication. 
Ridder (2011a) and Ridder et al. (2009) focus in their studies on the use of songs in 
music therapy with persons with dementia. They found that communication may occur 
on an emotional level, where the meaning of the words of the song, is subordinated to 
the prosody. This idea resonates with the findings of the present study.
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Stern uses the term cross-modality to illustrate how the primary, amodal qualities 
of intensity, timing and form allow affect attunement to occur within different moda-
lities. From a developmental angle, Stern states that having the capacity to ‘translate’ 
information from one modality into another sensory modality is essential for entering 
the domain of intersubjectivity. This translation can only occur by means of an amodal 
or non-modality-specific perception and representation. In the present study, the term 
cross-modality was also used. Though, I did not consider it from a developmental an- 
gle, and thus not as a necessary step in the process towards intersubjectivity. The term 
cross-modality was used to emphasize the need for a broadening of the concept of 
musical improvisation within the specific context of music therapy with persons with 
severe dementia. Most clear example was the MOR in fragment A4. Anna, a woman 
with severe dementia, did not participate actively in the musical improvisation, but 
took the hand of the therapist and brought it to her face at the moment that the impro-
visation stopped. This movement was interpreted as a modal shift from a musical to a 
physical touch. A similar example of a dialogical response within a dyadic resonance 
was given by Ridder and Aldridge (2005). They describe how a person with dementia 
touches the chin of the therapist while the therapist is singing a song for her. 
Musical parameters
Three elements that Stern indicated as being essential in describing the qualities of 
dynamic forms of vitality are intensity, timing and form (see 2.3). De Backer and 
Foubert (2014) emphasize the importance of what are called secondary musical pa-
rameters with regard to musical affective experiences and resonance between patient 
and therapist. These parameters imply timing and texture. In the findings of the present 
study, I described how along with silence, the parameters dynamics, timbre, tempo, 
and phrasing should be interpreted as being of crucial importance for the occurren-
ce of MOR. In my understanding there is an overlap between these findings and the 
theory of Stern (2010) and De Backer and Foubert (2014). Dynamics and timbre can 
be linked to intensity and texture, while timbre and phrasing show similarities with 
timing. Characteristic for the qualities of the musical parameters in the findings of the 
present study, was that they appeared to be very sober, intimate, slow, gentle and soft 
during MOR.
Along with the secondary parameters, De Backer and Foubert, consider the primary 
parameters of melody, harmony and rhythm. They state that these parameters are most-
ly linked to the structural aspects of music. It was in the context of the presence or ab-
sence of a musical form that findings of the study focused on these primary parameters. 
In Ridder (2011a) and Ridder et al. (2009) musical parameters of dynamics, timbre 
and form came to the foreground as being of special importance along with melody, 
rhythm and pitch. Ridder and Ridder et al. did not differentiate between both groups 
of parameters. I also could not find specific qualifications of the musical parameters in 
studies or theories related to music therapy and dementia. 
Musical improvisation and identification
Arnason (2003) states that “music therapists are not just producing music for their 
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clients, they are in the music with clients” (p. 134). Although she does not specifically 
focus on music therapy and dementia, this idea resonates with Ridder (2011a). Ridder 
states that musical parameters can resonate during moments were persons with demen-
tia and therapist are making music together, as well as in situations where the person 
with dementia is no longer able to sing or make music herself. Findings of the present 
study confirm this idea: Situations in which the therapist improvises musically and the 
person with dementia is not participating actively were interpreted as that the music 
represented the therapist and the person with dementia. Therapist and person with de-
mentia were considered as what Small (1998) calls musicking persons (see footnote 
in 6.1.3.2). The phenomenon	of	identification that came to the foreground along with 
the occurrence of MOR implied that the person with dementia could identify with the 
music that sounded in the music therapy sessions, no matter if it was the therapist that 
produced the sounds or the person with dementia him- or herself. This identification 
with the music should not only be understood as a recognition of themes, patterns, 
words or tunes but merely within the context of affective resonance. 
Several studies show how the use of preferred and individualized music in music 
therapy with persons with dementia has more positive effects than the use of music that 
was not specifically chosen (Gerdner, 1997, 1999; Hanser & Clair, 1995; McDermott et 
al. 2014;  Ridder & Aldridge, 2005, Tomaino, 2013). McDermott et al. (2014) discuss 
how individual preferences of music are preserved throughout the process of dementia 
and emphasize the importance for a music therapist to learn a person with dementia’s 
musical history. Ridder and Aldridge refer to Mell, Howard, and Miller (2003) and 
Geroldi et al. (2000) when stating that music therapists have to take changes in musical 
preferences into account in case of frontotemporal brain damages. In the present stu-
dy, the therapist did not intentionally use the person with dementia’s preferred music. 
Though, the music that was played by the therapist was interpreted as representing the 
music of both the therapist and the person with dementia. The person with dementia 
could identify with the music on a bodily affective level. In my understanding, this 
level can be considered as the most personal level, probably even more personal than 
his or her ‘preferred’ music. For that reason I consider the music that sounded during 
the MOR as highly individualized. 
Finally, in this study I explored the role of musical improvisation for the occurrence 
of essential moments of meeting in music therapy with persons with severe dementia. 
I found that musical improvisation enabled the therapist to reach a state of intra-sub-
jective resonance and to take up a therapeutic listening attitude that was preconditional 
for the occurrence of MOR. This is discussed in the following section on listening play.
7.2.5 a specific therapeutic listening attituDe: 
listening play
An interesting finding was that a specific therapeutic listening attitude instead of the 
application of concrete techniques was preconditional for MOR to occur. This speci-
fic listening attitude was indicated as listening play, based on De Backer et al. (2014). 
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I presented a definition of listening play in 7.1.3. It illustrated how I changed the ori-
ginal definition of De Backer et al. with regard to the specific context of music thera-
py and persons with severe dementia. Main difference is that De Backer et al. defined 
listening play with regard to a playing patient. They described it as a kind of listening 
attitude whereby the therapist is guided by the music of him- or herself and the patient 
in a musical improvisation. Changes between De Backer’s et al. definition of listening 
play and the way I defined it in the findings of this study, can be related to the difference 
that De Backer et al. make between listening play and musical reverie. Both concepts 
show similarities. Main difference though, is the fact that in musical reverie, the the-
rapist improvises in the absence of the patient’s musical play (see 2.2.3.2).
With regard to this study, it turned out to be impossible to differentiate between liste-
ning play and musical reverie. I considered movements, gestures, prosody, and body 
posture of the person with dementia as their way of ‘playing'. The concept of musi-
cal improvisation (and thus the term ‘playing’) was broadened in a way that the term 
listening play, as it was used for this study, comprises both the original meaning of 
the term and musical reverie.
In relation to existing literature, listening playing shows similarities with the 
gleichschwebende aufmerksamkeit, in the sense of a multimodal perceptional readi-
ness, and the resonator function of Langenberg et al. (1993). Gindl (2002) referred to 
these concepts within the context of the phenomenon of resonance (2.3.3). 
The finding with regard to the role of musical improvisation for enabling a listening 
playing on the side of the therapist, needs to be discussed in relation to De Backer’s 
(2008) concept of the anticipating inner silence or sound. He describes this concept 
as the silence that anticipates the first sound when the music therapist starts an impro-
visation with a patient. It enables the therapist to come into resonance with him- or 
herself and the patient and to create an inner space from which the musical play can 
derive. This concept shows similarities with regard to the use of musical improvisa-
tion as described above. Though at the same time there are two important differences. 
First, De Backer’s concept of anticipating inner sound or silence aims that the the-
rapist would come into resonance with him- or herself and the patient. With regard 
to the musical improvisation in this study, the musical improvisation dealt with the 
affective state of the therapist, while the person with dementia seemed to be less in-
volved yet at this stage. 
Secondly, the anticipating inner sound or silence is much more in relation to the 
therapist’s inner psyche and pulsation. With regard to the finding of the present study, 
the therapist relied in first instance on musical improvisation as an external structure to 
regain a connection with her inner space. Once this occurred, the therapist could take 
up her listening playing. This specific therapeutic listening attitude implied that the 
therapist could play without memory and desire, in relation to the patient. With regard 
to the transsubjectivity, it was already discussed how the therapist needs to give up her 
own subject-position in order to meet the person with dementia on a transsubjective 
level. Parallels can be drawn here with Bion’s therapeutic concept of leaving behind 
memory, desire, and understanding for facilitating the emergence of the un- known 
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(Bion, 1981). In the same context, Gindl (2002) also emphasized that coming into reso-
nance was not the result of a conscious intervention, and can not be forced or controlled 
by the therapist. De Backer (2008) shares the same opinion in relation to moments of 
synchronicity that appear unexpectedly and unintentionally.
Some of the studies that are related to the present study, describe concrete tech-
niques that can be used in music therapy with persons with dementia. Some of these 
techniques are derived from the ones that Wigram (2004) described as techniques for 
clinical improvisation in music therapy (e.g. matching in McDermott et al., 2014). 
Pavlicevic et al. (2013) indicate a number of important musical parameters in impro-
visational music therapy with persons with dementia that can be used in a conscious 
way to encourage persons with dementia to being intentionally communicative. In a 
similar context, Ridder (2011b) describes different interventions to engage persons 
with dementia in social communication. Her concept of integrative therapeutic singing 
implies acoustic cueing, neuroception59, musical entrainment, and psychodynamic 
interactions (validation, holding, and facilitation). These latter three psychodynamic 
techniques can also be found in Kitwood’s positive person work as three out of twel-
ve types of interaction. Ridder’s concept implies an emphasis on a structured music 
therapy setting that the therapist offers to the person with dementia, and in which the 
person with dementia can feel safe and secure. 
Finally, there is an important guideline for music therapists working with persons 
with dementia that McDermott et al. (2014) formulate and that resonates with the fin-
dings of this study: a music therapist needs to be aware of the possible impact that 
music can have on a person with dementia. Ridder (2011b) agrees on this by drawing 
attention to the fact that every stimulus that the therapist brings into the therapeutic 
situation can be confusing or overwhelming for the person with dementia. She empha-
sizes the principle of “less is more”. Indirectly, this was also reflected in the findings 
of this study: the music that sounded during the MOR could be characterized as being 
less extravert, less demonstrative, and more subtle.  
7.3 limitations
In the following I will address five features that are related to the methodology and 
design of this study and that imply limitations with regard to different domains. These 
features are: the number of case studies, the technique of purposive sampling, the emer-
gent design, the data-collection by means of video-recordings, and the interpretative 
character of the research method. 
Amount of case studies and the technique of purposive sampling
The main limitation of the study is probably related to the limited number of case 
studies. Although the comparison between the four case studies showed certain ten-
dencies that are clinically relevant, the findings still have to be considered from an 
59 Neuroception: a subconscious neural system for detecting threats and safety (described by 
Porges) (see Ridder 2011b)
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ideographic perspective. Nevertheless, it was the small amount of case studies that 
enabled me to do indepth-analyses from each case study, and present a thick descrip-
tion of all fragments that I interpreted as containing a MOR. In 4.6.3, I discussed how 
the technique of thick description promotes credibility, transferability and dependa-
bility of a study.
The process of purposive sampling of the case studies ended up with four subjects 
that showed some common characteristics: they were all female, they were all in a 
severe stage of dementia, and all of them had dementia of the Alzheimers’s type60. 
These characteristics were not as such a result from the purposive sampling proce-
dure, but emerged coincidentally. A limitation of the purposive sampling technique 
was that only subjects were selected that were likely to offer data containing essential 
moments of meeting. It was a conscious choice to focus on these subjects and not to 
include negative cases. It would have been relevant however to explore what happens 
in music therapy with subjects with no occurrence of essential moments of meeting. 
The same limitation     counts for the within-case analysis: the fragments that were se-
lected from each separate case study according to the purposive sampling-technique 
were considered to contain an essential moment of meeting. With regard to the feasi-
bility of the study, it was not possible to pinpoint every essential moment of meeting 
that occurred in all sessions of the four case studies. A total of 15 fragments may raise 
the question if this selection is representative. After the purposive-sampling-procedu-
re was finished, those moments that were not selected, were no longer taken into ac-
count. A negative-case analysis with regard to these fragments could also have been 
relevant to conduct.
Emergent design
A starting point for this study’s method was the principle of an emergent design. It im-
plied that my design was not fixed from the start and that I could implement changes 
and refinements on the method at any time during the research process. Some steps 
in the research process however, could have been more finetuned from the beginning 
if the method would have been more protocolized. Lee and Mc Ferran published an 
article in 2014, that presents a six-steps-protocol for Interpretative Phenomenological 
Video Analysis (IPVA). This protocol shows some similarities with the method that 
I used for this study. It is an interesting contribution with regard to the application of 
interpretative phenomenological analysis on video-material and the application of this 
method on the research-domain of music therapy.
Video-recordings as main data-source
Along with the written clinical notes of the music therapist, the video-recordings of the 
music therapy sessions acted as main data source for the study. Although I provided 
myself as therapist a period of habituation with regard to the use of a video-camera in 
the sessions, and despite my professional therapeutic attitude, it may be untrue to as-
sume that it had no influence on the sessions. It did happen that I as the music therapist 
60 One subject (Mrs. Henderson) had a combination of DAT and Vascular dementia
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had a look at the camera while playing, to see if it was still recording or that I replaced 
the person with dementia’s chair to make sure that he or she sat within the range of 
the camera. These interventions emanated from the fact that I combined the role of the 
therapist and researcher. Instead of approaching these interventions as obstructing the 
research-process, it was more interesting to interpret them within the clinical context: 
the moments at which I wanted to make sure that the camera was still recording, often 
indicated that something meaningful occurred in the therapeutic situation. 
Subjectivity and interpretations
The fact that the subjects for this study were all persons with severe dementia, exclu-
ded the possibility for using interviews with the subjects as data-source. This meant 
that I had to articulate the person with dementia’s experiences from the therapist’s 
position. The therapist had to use her clinical judgement, fed by the transference-re-
lationship, to interpret the person with dementia’s non-verbal signals. Interpretations 
were necessary though implied subjectivity. For this reason, it was essential to make 
use of a CRIG in order to consider the therapist’s clinical interpretations along with 
experts that were not involved in the actual clinical situation. I presented the compo-
sition of this group in chapter 4 and emphasized the common theoretical and clinical 
framework of the four members.
7.4 conclusion
This study developed from my own clinical need to gain understandings about the role 
of musical improvisation in the occurrence of essential moments of meeting in music 
therapy with persons with severe dementia. From my findings of this study, I defined 
Moments Of Resonance (MOR) as essential moments of meeting between a music the-
rapist and a person with dementia, during which a musical sharing of affective states 
of both persons can occur. I described how MOR can be situated on a continuum of 
intersubjectivity and transsubjectivity. With regard to the four cases, it is especially 
this latter level of meeting that I consider as characteristic in music therapy with per-
sons with severe dementia. It implies that the therapist leaves her own subject-position 
in order to approach the person with dementia on an affective/musical level and come 
into resonance with the person with dementia’s psychic state. I regard a specific thera-
peutic listening attitude (listening play) as preconditional for the occurrence of MOR 
and inextricably linked with the role of musical improvisation.
The concept of musical improvisation needed to be broadened. This implied that 
musical parameters were assessed in the sounding music, in the prosody, the move-
ments, or gestures of therapist and person with dementia, or within moments of silence. 
Qualities of these musical parameters showed an overall soberness and intimacy during 
the occurrence of MOR, mostly when these were situated on a transsubjective level.
With regard to the role of musical improvisation in the occurrence of MOR, I iden-
tified a double role:
A first role can be described as that the therapist uses musical improvisation in-
tuively to contain her own emotions that may come forward in the meeting with the 
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person with dementia. The sounding music acts as a container by its intrinsic struc-
turing character. It helps the therapist to bear the overwhelming experiences that can 
appear in a therapy situation with a person with severe dementia due to an absence of 
any relational dynamic between him- or herself and the person with dementia. From 
this perspective, musical improvisation can enable the therapist to come into resonance 
with his or her own inner psychic reality and to reach a state of intra-subjective reso-
nance. Only if this can occur, the therapist can adopt the therapeutic listening attitude 
that I indicated as listening play. 
The listening play implies a second role for musical improvisation. The musical 
improvisation that appears from out of the listening playing of the therapist should be 
interpreted within a broad context of musical improvisation and differs in function from 
the musical improvisation that preceded the listening play. Here, the musical improvi-
sation is situated more in relation to the person with dementia and can lead to a MOR. 
The music is characterized by its soberness, its subtleness and resonates with the thera-
pist’s and person with dementia’s affect. The listening play permits the ‘real’ music to 
appear. The music is not played anymore by the therapist, but is guiding the therapist’s 
play. ‘Being guided’ by the music cannot be seen as a conscious intervention of the 
therapist. It can only occur within the unconscious transference-relationship between 
therapist and person with dementia. MOR can be hard to bare and overwhelming. At 
that point, the musical improvisation may serve the function to restore the therapist’s 
intra-subjective resonance. From there, new MOR can occur (Figure 7.1).
musical improvisation
therapist: state of intra-subjective resonance
listening playing 
essential moments of meeting: moments of resonance 
between a person with dementia and therapist
(intersubjective/transsubjective)
Figure 7.1: Role of musical improvisation in the occurrence of essential moments of 
meeting in music therapy with persons with severe dementia 
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7.5 iMplications of the findings for clinical 
practice
The findings of this study can provide insights in the role of musical improvisation for 
the occurrence of MOR in music therapy with people with severe dementia. I descri-
bed how musical improvisation can be used by the therapist in an intuitive way to 
reach a state of intra-subjective resonance and how it was inextricably linked with a 
therapeutic listening attitude that was indicated as listening play. I suggest that music 
therapists working in the field of dementia broaden their way of looking at musical 
improvisation. This implies that the person with dementia’s prosody, movements and 
gestures are integrated within the context of musical improvisation. Situations where 
a person with dementia is involved in the musical improvisation, without playing him- 
or herself, also have to be taken into account.
I think that my findings can encourage other music therapists to have an intro-
spective look at their therapeutic listening attitude and to consider listening play and 
transsubjectivity as important concept in music therapy with persons with severe de-
mentia. The specific concept of transsubjectivity illustrates how MOR do not have to 
be situated on a level of reciprocal interaction and that an active participation is not 
necessary to come to a genuine meeting with a person with dementia. This implies that 
also persons with very late stage dementia can be ‘met’ in music therapy. From the fin-
dings of my study, I rephrase the meaning of the word participation and isolation and 
encourage care givers and music therapists to consider both terms in a broader context.
With a conceptualization of MOR, along with its specifications of musical transsub-
jectivity and identification, I offer a terminology that music therapists can use in repor-
ting on their clinical work with persons with severe dementia. McDermott et al. (2014) 
reported on the challenges and benefits of communicating on music therapy in demen-
tia care with other professionals. Music therapists often pronounce their own clinical 
experiences, stating that they ‘felt’ that something special happened. Unfortunately, 
they sometimes lack the words to share their experiences and expertise with peers or 
colleagues from other disciplines in an understandable and comprehensive manner. It 
is regrettable that valuable information gets ‘lost’ in this way. 
It also consider it as relevant to transfer the concepts of MOR, listening play and 
transsubjectivity to other clinical populations, especially to these that function on a 
non-verbal level (e.g. persons with autism or severely mentally disabled persons). 
In my understanding, this study confirms that music therapy can offer a privileged 
opportunity to meet the person with dementia on a level where the restraints and dete-
riorations due to the dementia are less in the foreground. I consider it as an important 
opportunity for the music therapist to inform other disciplines about these essential mo-
ments of meeting and to act as a representant for the person with dementia. This kind of 
representation of the person with dementia is important to install (or maintain) a culture 
in which the person with dementia is not only approached as a ‘de-menting’ person. 
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7.6 iMplications of the research process for Me as 
researcher and clinician
Conducting this study implied adopting, combining and reflecting on several different 
roles. Each role brought me different insights, but also confronted me with specific 
challenges.
A first role that I had to combine with my position as a researcher, was my role as cli-
nical therapist. As described in 4.6.2 I had to learn to observe my own clinical material, 
from the perspective of a researcher. I had to reflect on the fact that it was impossi- 
ble to fully detach myself from my position as a researcher during the music therapy 
sessions. It was important to integrate the implications that these had on the clinical 
process within the findings and outcome of the case studies. 
The findings of my study made me more conscious about phenomena that could 
occur during the sessions, about my therapeutic listening attitude, and about my own 
style of improvising. The implications of the findings of the study for clinical practice, 
as I described them in 7.3, also applied and still apply to my own work.
A second role that I adopted during the research process, was being a member of dif-
ferent expert-groups. The most relevant to describe here are my role within the CRIG 
and my role as a PhD-student within a group of other researchers in the field of music 
therapy. Both groups delivered me particular insights, though challenged me on dif-
ferent domains.
Being a member of the CRIG enabled me to reflect on my own clinical work as 
described above. The CRIG helped me to differentiate between my double role when 
necessary for the credibility of the study, but also guided me in the deepening of my 
understandings, and the formulation of insights.
During the yearly PhD-seminars in Aalborg I could experience the importance of 
reflecting particularly on my position as a researcher. Discussions with peers, confron-
ted me with the need for describing and defining very clearly what my own pre-un-
derstandings and preconceptions were with regard to the study-topic. I consider these 
discussions, but also the courses and lectures from the PhD-seminars, as important 
cornerstones in the formation of my identity as a researcher.
Being a researcher, is the last role I need to describe. Starting a research journey im-
plied that I had to learn to accept that being a researcher is walking a path while not 
knowing where you are going to end. Especially with regard to my method, I got con-
fronted with the characteristics of an emergent design within the context of a qualita-
tive research design. I had to trust on the idea that findings that appeared during the 
process, would systematically guide me into the right direction, or urged me to go back 
to a previous crossing and choose another path. 
Focus and discipline became key-words throughout the entire study. This implied 
searching for a balance between ‘stick to the plan’, and dare to explore some ‘side 
tracks’. Continously referring to my research questions guided me in my choice for 
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methodology and research type in the early stages of the study, but later, this remin-
ded me of what I was exploring and what I was not. ‘Killing my darlings’ became an 
interesting concept that learned me to focus on certain themes and phenomena, to be 
prepared to deepen my understandings into the smallest details, and to release themes 
that I was allowed to consider as interesting, but not relevant within the scope of my 
study. Guidance from my PhD-supervisors was indispensable during this process.
Finally, the research process made me more reflexive about my own clinical work, my 
listening attitude, my style of improvising, my thinking about persons with demen-
tia, but also about the role that I could fulfil from the position of a researcher. Being 
a researcher, made me realize that I could do more than being a skilled therapist for 
persons with dementia. Reporting, writing, and presenting about my clinical work in 
a scientific way, turned out to have advantages for the persons with dementia. Mainly 
for that reason, I don’t consider this dissertation as an end of a research-journey, but 
merely as a beginning...
7.7 future research
I would like to see the conceptualization from this study used in future clinical work 
and research. The understanding of the concept of MOR could open up for studies on 
new clinical data and could be included in the formulation of clinical manuals for lar-
ger studies. Studies on the relation between the occurrence of MOR with regard to the 
type of dementia, or to the different stages of dementia the subjects are in, could be 
conducted. Especially with regard to this latter suggestion, it would also be interesting 
to focuss specifically on persons with mild or moderate dementia. Interviews with these 
persons might be possible to verify the therapist’s interpretations on the person with 
dementia’s experience. As mentioned earlier, a transfer of the findings of this study to 
other clinical populations, especially to these that function on a non-verbal level (e.g. 
persons with autism or severely mentally disabled persons) could be another domain 
of inquiry. Van Camp & De Backer (2012) already mention the link between autism 
and transsubjectivity.
While previous studies in the field of music therapy, social interaction and dementia 
mostly focused on singing pre-composed music in music therapy, this study specifi-
cally explored the role of musical improvisation. Almost all MOR that were selected 
implied the use of the voice or piano in the musical improvisations. I did not elabora-
te this finding, but within the context of musical improvisation in music therapy with 
persons with dementia, I consider the role of different musical instruments, each with 
their particular timbre, as another possible area to explore.
In my understanding, the findings of this study, confirm the importance of a valo-
rization of meaningful moments in music therapy instead of focussing on long-term 
results. I already raised the question to what extent MOR can be considered as a kind 
of building blocks for the development of a therapeutic relationship between the per-
son with dementia and the music therapist (see 7.2.1 & Figure 7.2). Future research 
would be necessary to explore this topic.
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Additionally, a certain tendency appeared in two case studies, that would be 
interesting to investigate in further research. According to the findings and interpreta-
tions from the MOR in the case studies of Anna and Minnie, a process from externa-
lization towards introversion and receptivity could be observed. Especially in the case 
study with Minnie this was illustrated by the disappearance of the dance, the more 
introverted body posture, the growing receptivity and the less expressive sound of her 
speech. It would be interesting to study possible similarities between the process from 
externalization towards introversion and receptivity in music therapy and the natural 
course of the dementia-process. Hypothetically, the process into introversion could 
then be linked to the need for withdrawal and disengagement that we can often see in 
the interpersonal behaviour of persons in a late stage of dementia and that is discussed 
by Cumming and Henry (1961) and Cumming (1964). 
Finally, another direction for future research is fed by one of my own personal 
interests. As a clinician, I often see persons with dementia with their partners. Several 
times, I get confronted with the partners’ difficulties to interact with their husband or 
wife with dementia in the way they would like to. It arouses my wishes and phantasies 
about the involvement of couples in music therapy and the possibility of broadening 
essential moments of meeting between person with dementia and therapist to the sy-
stem of husband and wife. Along with a clinical relevance for this intervention, this 
would also be an interesting suggestion for further research.
musical improvisation
intra-subjective resonance
therapist
development therapeutic relationship
essential moments of meeting: MOR’s
(intersubjective/transsubjective)
Figure 7.2: Suggestion for further reserach
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appendiX a: pharMacological treatMent of deMentia (see 4.4.2)
There is no medication that can cure persons with dementia. Beyond the anti-Alzheimer drugs 
for patients suffering from DAT, pharmacological treatment of  patients with dementia is mostly 
focused on the reduction of BPSD. Some specific groups of medicines can be discerned within 
this treatment: anti-depression medications, anti-psychotic drugs, anxialytica and hypnotica, 
and anti-epileptica medications. 
Persoons (2010) emphasizes the difficulties and problems that have to be taken into account 
when treating elderly pharmacologically. 
A first difficulty is that specific medications are prescribed for the benefit that possible side 
effects can have on particular symptoms of the patient. Anti-psychotic drugs are a good example 
of this “off-label” use of medications. Those are described very often for the treatment of BPSD 
(especially for symptoms as aggression, agitation and psychotic symptoms), thus not following 
the classical indications. In this case, it is necessary to adapt the dose of the medication and to 
be very aware of the risk for cerebrovascular accidents (Persoons, 2010; Bouckaert et al., 2005).
A second difficulty that arises within the pharmacological treatment of elderly, is that age-
ing causes a change in pharmakinetics and pharmadynamica. The way the medication travels 
through the body, the distribution to the different parts of the body and the effect the medica-
tion has, can deviate from what is expected, because of the old age and the changes that this age 
implies. Persoons pleads in favour of more research in this area, because of the fact that results 
from RCT’s done with a healthy, adult population, are very difficult to transfer to the older and 
often more fragile patient.
Thirdly, older persons do have some other medical problems which are treated pharmaco-
logically. This polypharmacy can cause interactions between the different medications that can 
be very dangerous and have to be watched very carefully. 
Finally, a problem that can arise here is the compliance. There are different reasons why older 
persons are not taking their medication the way it is described: memory problems can make that 
one forgets to take the medication, problems in executive functioning can inhibit the patient to 
take the medication, or patients are suspicious and do not want to take their pills. Especially in 
dementia, these problems arise very often and the prescriber needs to take this into account by 
offering alternative ways of administration for example (Persoons, 2010).
Beyond Persoons, Assal and Van der Meulen, also point out the challenge for harmacologi-
cal research on the complex pathophysiology, typical for this patient group. (Assal & Van der 
Meulen, 2009).
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 appendiX b: inforMed consent (in dutch)
Beste,
Sinds enkele jaren ben ik tewerkgesteld als muziektherapeut in de ‘Driesprong’, de psy-
cho-geriatrische afdelingen van het UPC te Kortenberg. Mijn werk bestaat hier voornamelijk 
uit het aanbieden van individuele muziektherapie aan personen met een dementieel syndroom. 
Mijn ervaringen hier deden mij, naast mijn vroegere werk als muziektherapeut, eens te meer 
bewust worden van de kracht die muziek als therapeutisch middel binnen een klinische setting 
kan hebben. Het is vaak zo dat bij een dementieel proces het contact met de dementerende door 
een aantal factoren geleidelijk aan moeilijker verloopt. Dikwijls vindt de dementerende zelf 
ook geen geschikte manier meer om met zijn of haar emotionele belevingen om te gaan of deze 
te communiceren naar anderen. Muziektherapie kan hieraan bijdragen doordat de muziek zich 
op een non/pre-verbaal bevindt en op die manier veel minder beperkt wordt door de cognitieve 
uitvallen die gepaard gaan met het dementieel syndroom.
Aangezien het wat muziektherapie betreft om een erg nieuwe discipline gaat en omdat het be-
langrijk is dat er voortdurend wordt gezocht naar een optimale zorg voor personen met demen-
tie en hun familie, ben ik een onderzoeksproject opgestart rond muziektherapie en dementie. In 
dit onderzoek wil ik achterhalen wat het belang kan zijn van de muziek voor het installeren van 
een therapeutische relatie met een persoon met dementie.
Praktisch gezien verschillen de muziektherapiesessies die gebruikt zullen worden voor het on-
derzoek, niet van de reguliere muziektherapeutische behandeling op de afdeling. Wel zullen 
alle sessies gefilmd worden teneinde datgene wat er binnen de sessies en de therapeutische 
relatie plaatsvindt optimaal te kunnen registreren. Het onderzoek bestaat uit een analyse van 
deze video-opnames.
Ik wil er de nadruk op leggen dat deze beelden enkel gebruikt worden voor wetenschappelijke 
doeleinden en dat zij met het nodige respect behandeld zullen worden. Naast het feit dat de 
beelden onherkenbaar gemaakt zullen worden, zal er ook voor gezorgd worden dat er geen 
persoonsnamen of andere gegevens met betrekking tot de feitelijke identiteit van de patiënt 
kenbaar gemaakt worden aan derden. Beeldmateriaal dat niet weerhouden wordt voor het on-
derzoek, zal niet langer worden bewaard.
Voorts is het belangrijk te vermelden dat u op elk moment kan beslissen om niet langer deel te 
nemen aan het onderzoek. 
U kan mij steeds contacteren via bovenstaand adres voor vragen.
Indien u zich akkoord verklaart met deelname aan het onderzoek, gelieve dan dit formulier te 
ondertekenen.
.......................................................                         .......................................................................
datum     naam en handtekening
Hartelijk dank voor uw medewerking,
Anke Coomans, 
muziektherapeut de Driesprong, UPC-K.U.Leuven
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appendiX c: official approval (coMMitee of Medical ethics of 
the catholic university of leuven)
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appendiX d: structure of clinical notes
Subject’s name:
Date/hour:
Session-number:
General description of the session:
Chronological sequence/Structure of the session: (elements from flexibel treatment 
plan):
Description of the music:
My subjective experiences:
- of the moment of meeting the subject
- of the state of the room/environment
- of the ‘time’, duration of (events within) the session
- of this session within the overall process
- of the music
- of the subject; countertransference phenomena:
- General score of the subject in the session on the AAQR:
My perceptions of the experience of the subject:
- experience from the subject of me:
- experience from the subject of the music:
- other experiences of the subject:
Moments of musical resonance? 
Description: 
Marking in time/duration:
scoring on AAQR:
Moments of empathic resonance?
Description: 
Marking in time/duration:
scoring on AAQR:
Moments of musical interplay (in the meaning of playing-singing together)
Marking in time/duration:
scoring on AAQR:
Additional data (medication, physical condition at this moment):
Structure of the clinical notes of the therapist
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appendiX e: (translated) guidelines for peers 
(purposive saMpling step 3c)
Dear readers,
First of all, thank you very much for your willing cooperation in this study. Below, some 
guidelines for reading the document are presented.
This document contains the clinical notes that I, as music therapist, wrote straight after each 
individual music therapy session with eigth persons with severe dementia. These notes contain 
a factual description of the sessions and my own subjective experiences as a therapist.
Please read these clinical notes carefully and point out these parts of the text that you perceive 
as being related to the (possibility of a) development of a therapeutic relationship between the 
therapist and the person with dementia. Indicating happens by means of color codes, based on 
the categories as shown in the figure below:
If the (development of a) therapeutic relationship is manifested in:
- Musical interventions/musical contact:  mark in yellow
- Moments of silence:    mark in pink
- Physical aspects/moments of phsycial contact:  mark in blue
- Verbal interventions/verbal contact:  mark in orange
- Intrapersonal contact: (counter-)transference  mark in green
MUSICAL ASPECTS
Music of the therapist
musical impressions
timbre
dynamics
melody
rhythm
phrasing
tempo
pulse
1harmony
register
silences
choice of instrument
(incl. voice)
Music of the patient
musical impressions
timbre
dynamics
melody
rhythm
phrasing
tempo
pulse
harmony
register
silences
choice of instrument
(incl. voice)
RELATIONAL ASPECTS
Interpersonal aspects: 
verbal contact
non-verbal contact
• physical contact
• eye-contact
• musical contact
Intrapersonal aspects
intrapersonal contact 
of the therapist
(counter-transference)
intrapersonal contact of the patient
(from the point of view of the 
therapist/observers)
PHYSICAL ASPECTS
Physical aspects of the therapist
movements/gestures
body-posture
facial expression/glance
breathing
Physical aspects of the patient
movements/gestures
body-posture
facial expression/glance
breathing
INTERVENTIONS
Interventions of the therapist
musical
verbal
physical
Interventions of the patient
musical
verbal
physical
from the point of view of the therapist/CRIG)
Tabel Aspects 1_Opmaak 1  21/12/15  11:01  Pagina 1
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Combinations of these categories are possible, e.g. 
  Counter-transference reaction within a musical improvisation 
After each session, some lines are provided to write down a short impression of the session, with 
focus on the therapeutic relationship: things that are striking, comments,… This is also the place 
to write down things that does not fit within the categories, that are not pointed out by myself in 
the clinical notes, but that raise questions or seem to be interesting.
Furthermore, you will notice in my clinical notes that I use the concept of moments of resonance 
to point out certain moments in the session. This concept needs to be considered as a working 
concept and not as an existing concept with a clear delineated definition. The working definition 
of resonance, like I used it by the writing of the clinical notes is as follows: 
"Resonance in music therapy is a phenomenon that describes those moments in time where 
the psychic spaces of patient and therapist meet each other. The experience of a moment of 
resonance embraces an understanding between therapist and patient on an affective, pre-
verbal level where cognition, language and thinking are not directly involved but where the 
therapist gets affected by and shares the emotions and feelings of the patient. These moments 
of resonance in music therapy may occur mostly during musical improvisation and can be 
accompanied by moments of synchronicity (De Backer, 2004)."
Coomans (2010, p. 23)
After you went through the text, I’would like to ask you to rank the eight subjects by means of 
three questions. These questions are directly linked to the research question of this study.
4.  To what extent can we speak about a development of a therapeutic relationship for this  
 subject? (1= highest, 8= lowest)
5. To what extent does music (in all its different forms of appearance) play a role in the 
 development of a therapeutic relationship for this subject? (1= highest, 8= lowest)
6. To what extent does musical improvisation play a role in the development of a 
 therapeutic relationship for this subject? (1= highest, 8= lowest)
The document for writing down your ranking is on p. 344.
Reference: Coomans, A. (2010). Music therapy and dementia; Exploring the value of the musical 
improvisation for the development of a therapeutic relationship with people suffering from demen-
tia. Elaborated proposal, not published. Aalborg: Aalborg University.
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appendiX f: pre-coMposed songs and coMpositions that were 
used in the Music therapy sessions and that were 
Mentioned in the case studies
 ‘Ave Maria’ J.S. Bach/C. Gounod (1722/1859) Religious classical piece
 ‘Het noordzeestrand’ J. Koster (1950) Sea shanty
 ‘La vie en rose’ E. Piaf (1946) Love song
 ‘Music box dancer’ F. Mills (1974) Instrumental piano-piece
 ‘Over 25 jaar’ The Ramblers (1950) Love song
 ‘Que sera sera’ D. Day (1956) 
 ‘Silent night’ F. Gruber (1818) Christmas song
 ‘The old rugged cross’ G. Bennard Religious song
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SUMMARY
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In this book, Anke Coomans presents her doctoral study on music therapy 
and dementia. The study will be of interest to music therapists, psychother-
apists, and other professionals working in the field of dementia, or to music 
therapists that use musical improvisation with clinical populations that ben-
efit from a non-verbal approach. The findings of the study provide insights 
in the role of musical improvisation for the occurrence of moments of res-
onance in music therapy with persons with severe dementia. The reader is 
led through the characteristics of musical improvisation and the specifics of 
therapeutic listening attitudes from the perspectives of a person-centred ap-
proach towards dementia. The study illustrates how music therapy can offer 
a privileged opportunity to meet persons with dementia not as a ‘de-ment-
ing’ person, but on a musical and affective level where the neurocognitive 
deterioration is less in the foreground.
This book may encourage music therapists to take an introspective look at 
their therapeutic listening attitude and to consider listening play as important 
for facilitating moments of resonance in music therapy with persons with 
severe dementia. The terminology presented in this phenomenological study 
may contribute to the theoretical development of music therapy practice in 
dementia care.
